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Preface 


Partnership between the public and the private sectors for a common goal is not anew concept or practice used 
globally. In the past, the governments used to give contracts for infrastructure development or grants for R&D of a 
publicly useful product. India has gone through swings of privatization (of infrastructure, transit, education, health 
care, pharmaceuticals, housing, power generation, banking, etc.) to nationalization of the same sectors providing 
public goods. Economic compulsions, political preferences, and learnings out of previous experiences (in that 
order) are the reasons for the public sector partnering with private sector to meet its obligations to the citizens. 


Historically, investment by the government has not kept pace with the needs of the people for a variety of products 
and services. Such ‘lagging behind’ of organizations having the mandate to provide these products and services has 
led to their partnerships with those which can facilitate to achieve their goals. The underlying factor for such 
partnership is “...public sectors’ inability to provide (these) public goods entirely on their own, in an efficient, 
effective and equitable manner because of lack of resources and management issues.” (Italics mine - DM) 


Public Private Partnership (PPP)? in health and healthcare sectors is a comparatively new initiative globally. In 
countries like the UK, Germany, Canada etc. the governments, through widely different mechanisms, are ‘buying’ 
healthcare services from the private sector on behalf of their civil societies and make it available to them.’ 


Public 6 Private Swing or peaceful co-existence as providers of health and healthcare services is a historical 
phenomenon in India. PPP existed in a limited area mainly in procurement of essential products for the public health 
sector (vaccines, pharmaceuticals, instruments etc.) from the private sector. Legal obligations of the private sector 
like licensing, registration, auditing and rudimentary regulation was obligatory in the partnership — a compulsory 
marriage, so to say - of the private sector with the public health sector. Now, PPP has started with a minimum 
common goal of providing quality healthcare services. Initially, the partnership is limited to M&E, R&D, providing 
specific services like institutional deliveries, implementation of NHPs and PHC etc. The result is mixed. There are 
successful models and not-so-successful ones in India.*” 


However, there are several learnings from these experiences. The learnings indicate that the best PPP should be 


built up on the following tenets: 

Oo Transparency: All the processes of selecting, designing, costing and awarding contract to an individual or 
agency for partnership should be transparent. Monitoring of its implementation and its outcome should also 
be transparent and information should be available to the people immediately. 

Oo Impartiality between public and private sectors: A PPP project should be desi gned and implemented 
with utmost concern that it does not compromise public health priorities. If not done carefully it will weaken 
the public sector’s capacity to uphold regulations. If there 1s any shift with a bias for private against public 


' Nishtar, Sania Public — private ‘partnerships’ in health — a global call to action. Health Research Policy and Systems 2004, 2:5 available on 


w -policy-systems. ent/2/1/ 
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‘ DEA, MoF, Gol,and ADB. Facilitating Public—Private Partnership for Acc 
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health sector under the guise of partnerships, there is a danger of displacing the marginalized and may 


therefore be in conflict with the fundamental concept of equity in healthcare. | ee, 
o PPPasapart ofsocial responsibility of the public sector: PPP does not mean renouncing of responsibility 


by the public health sector. Failure of the state in such partnerships may result in a laissez-faire attitude, 
prejudicial to the civil society particularly the interest of the vulnerable groups. | | 

og Value for money: After all, it is public money which is spent for providing public goods/services and so 
whether it is for or not-for-profit, it should be reasonably good both in content and its quality for the money 
spent. There were gaps found in good quality services at reasonably high cost in its economic sustainability. 
A low cost, good quality model is desi gned and implemented on BOT (B uild-Operate-Transfer) mode. 
However, its post transfer O&M (operating and maintenance) costs are not included. This makes it a “no 
value for money’ project and hence it can become socially useless. The costing of a project should be able 
to balance between its current investment and its long term cost and needs. 

o Integration of healthcare services: The purpose of PPP is to have a team approach with public health 
sector, private health sector and the civil society as key players to achieve acommon goal of building up a 
universally accessible and affordable healthcare system. Any PPP project must ensure that competition and 
conflict of interests does not lead to further fragmentation of an already weak healthcare system. No doubt, 
the project must be designed in a way that it is mutually rewarding — economically as well as socially.® 

o Financially workable: Integrated projects can be cost cutters, can be for or not-for-profit but never the 
less require a steady cash flow. Sharing costs, partial contribution or margin money etc. is just an assurance 
about the financial capacity of the contracted agency. But any pinch in amount, time or pace of cash flow 
undermines the partnership. Cutting corners reduces both its quality and its long term sustainability. 

co Fiscal clarity: NRHM (National Rural Health Mission) is in a way large scale PPP between Gol and the 
State NRHM Society. It appears on Central Government budget but not on State Government budget. 
There are some accounting controls on it but a large scale PPP may not have as it is a long term investment 
and liability is transferred to future. Some clear accounting and control set ups should be set up to make a 
PPP accountable.’ 


Based on these tenets, recently anew concept has been developed particularly in Austria. It is named “public social 
private partnership” (PSPP)*. In essence, PSPP is not merely an extension of the PPP idea, but a precondition for 
ensuring that a PPP with a social goal: 


O assures and implements the public aims, agendas and tasks in the sense of community benefit, welfare, etc.; 
O adheres to and sustains the agendas and aims of co-operations in the mid- and long-term; 
plans and suitably applies the necessary conditions and resources (e.g. financing) for sustainable results. 


There are 3 main characteristics of this concept: 


oO ss S of the name indicates exactly the goal and purpose of the public or private financing : the servicing 
or social protection and support interests and activities for the improvement of health and healthcare for 
disadvantaged people 
O APSPP has the character of a financing or resource-generating mechanism 


Thus, the joint responsibility goes beyond just financing. It includes infrastructure, human resources 


it i eee ee ee 
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: contract is preferable for setting u i ragm 

g up a system with one agency rather t i ildi 
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“p D ” . 
artnership means that the scheme really requires at least two partners to generate financial and other 
resources to achieve the common goal/s. 


These should be the preconditions if the PPP has to become a PPSP. 


PPP isona crossroad when it is conceptualized for welfare or social services. All are not comfortable with its 
existing models - neither the government nor the providers nor the public. High expectations, delays in and inadequacy 


of cash flow, no improvement in effectivity or equity in health care services has lead to bitterness among all the three 
stakeholders about each other. One may agree with 'Kash', an Urdu e-poet ? : 


Sa © Original Artist 
“Re thy uction tights ‘obtainable from y 
Tw , wwnw.CartoonStock.com Adawat bhi mujhi se hai, rafagat bhi mujhi se hai 


paaaraeg Us shakhs ko be-intiha mohabbatbhi mujhi se hai 


Tarif kari meri phir yeh khamosh ho gaya Shayad 
kahna chhahata hai, muzallatbhi muyhise hai 


Gi qj yarees 


(Hate with me and partnership, too 
unlimited passion for me, you have! 


egui 


ie, 


You praised me and then, went quiet, so 
May be you're saying - there's a problem with me, you have! 


“['ve invited in someone Irom the private sector to help 
drive up our performance in fighting the private sector.” 


- A dialogue between public, private health sector and the civil society!) 


PPSP is a more appropriate concept which needs to be contextualized with Kash's expressions when designing a 
PPP in health sector to ensure that finally, all is well! 


CEHAT (Centre for Enquiry of Health and Allied Themes - a Research Centre of Anusandhan Trust) has co- 
ordinated an initiative to revive, review and facilitate rewriting the rules of regulation of private health care services, 
initially limiting to Maharashtra state. As a part of the initiative, the CEHAT team has conducted an exploratory 
study to assess the status of the private hospitals if the benchmarks (not rules, as it is in a draft form not having a 
legal status as yet) laid down under the BNHRA are applied. Its findings and conclusions have to be seen with the 
perspective of PPSP. It has shown the steps to be taken before the modified Act is actually implemented. 


We hope that the study would generate a fruitful debate and to initiate further in depth studies on architectural, legal, 
social, financial and personnel context of PPSP It should lead to the bells tolling - Allizwel ! 


Dhruv Mankad 
Trustee, Anusandhan Trust 
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Executive Summary 


The private health sector has grown rapidly in India over the last few decades. The sector comprises a wide range 
of providers in different systems of medicine; encompasses a variety of ownership patterns and ranges from very 
small institutions to huge hospitals. Given its size, complexity and volume of care it provides, it is ill- regulated with 
no proper legislation and guidelines on standards for care. In sum the sharply rising out- of-pocket expenditure on 
health care is not accompanied by even a minimal guarantee of quality of service. In these circumstances what is the 
kind of care on offer in the private institutions so rapidly growing in the country? 


Maharashtra is known for the large and sharply growing private health sector. It is also among the states that has 
attempted to introduce some mandatory norms for the sector. This study was aimed at understanding just what is 
available to consumers of health care in small (less than 30 beds) hospitals in 11 districts of Maharashtra (including 
Mumbai). It also sought to find out what providers think of the state legislation- BNHRA (Bombay Nursing Home 
Regulation Act) and the issue of accreditation. In the context of the amendment to the BNHRA which made it 
applicable to entire state, it was pertinent to examine standards of care in private hospitals across different districts 
across levels of development and the size of institution. 


The study was conducted across 261 private hospitals from 10 districts of the state, Nashik, Nandurbar, Pune, 
Satara, Thane, Ratnagiri, Osmanabad, Auran gabad, Amravati and Gadchiroli. Greater Mumbai was included for 
its unique features of complete urbanization, rapid expansion of the private medical sector, the huge population 
base with a high standard of living and very high real estate prices. The sample included 45 hospitals from Mumbai, 
185 from developed districts and 31 from less developed districts. 


Key Findings 

The study provides a profile of private hospitals and private providers for the state of Maharashtra in terms of years 
of establishment, regional spread and size. It documents ownership and practice patterns. The bed occupancy in 
the state has shown a steady increase over the years indicating rising utilization of private care in health. 


Most hospitals in the state are medium sized, providing multiple allopathic services dominated by medicine. Self — 
proprietorship is the dominant type of ownership but partnerships are increasing, especially in Mumbai, mostly 
operating from their own place. Multiple practices are common, not just in terms of doctors seeing patients 1n 
multiple hospitals but also in terms of ownership of hospitals. 


The availability of adequate appropriate human resources is a prerequisite for provision of good care. In this study 
a large number of hospitals did not have any qualified staff; those that had qualified staff were severely understaffed. 
About half the hospitals had no duty medical officer (DMO) and where present, these doctors were non-allopaths. 
The average number of qualified nursing staff"? for each hospital in our study is 1.68 nursing staff per hospital which 
is well below the minimum requirement for a hospital. We found that more than 50 per cent of hospitals did not have 
a single qualified nurse. The hospitals were found to be recruiting unqualified and untrained nurses. The study found 


” Qualified nurses were ANM or B.Sc 
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cal staff such as midwives, aayabai, ward boys or even technical staff at hospitals 


that the status of other para- medi , Stal 
: : located in less developed areas are struggling with infrastructure 


showed a similar picture. Some small sized hospitals 
problems, especially human resources. 


| sized hospitals, it becomes a challenging job to assess standards of care 
t certain minimum standards that are essential. The data collected is not 
hortcomings in the quality of care which are of concern to a 
nal plan in the hospital, emergency Services, 


In the absence of any standards for smal 
in these hospitals. So, we have looked a 
very extensive but the study 1s able to capture major s 
patient when he/she approaches a private health facility like: Functio 
record maintenance and a grievance redressal system. 


Even though 87 per cent of the hospitals reported providing emergency services, only 50 per cent provided round- 
the-clock services which were mostly provided by untrained staff for these situations. Only 5 per cent of the 
hospitals had ambulance services. Even though basic facilities like refrigerator, telephone line, continuous water 
supply and toilets are present, none of the hospitals follow the functional plan in their hospitals. Hospital feedback 
mechanism towards patients in terms of record maintenance, information given to patients and grievance redressal 
mechanisms are in bad shape in the smaller private hospitals. 


This study provides a snapshot of standards of care in private hospitals as they exist presently. Earlier research has 
found that these hospitals fail to provide even basic physical standards like drinking water, ventilation and so on. 
We found that while they have reasonably improved these aspects, other components of service provision are 
poor. 


The last section of our study looks at the awareness of private health providers regarding BNHRA and at the 
difference in the perception about the BNHRA and accreditation. The study found that only about 76 per cent of 
providers knew of the BNHRA Act. Even fewer providers registered an awareness of the Act in less developed 
regions. 


Mandatory registration is obviously being seen as a mere formality and paper work. The awareness about 
accreditation is high in large hospitals and those located in Mumbai and developed districts. Hospitals located in 
less developed districts and those that were small in size expressed concem that costs would rise with self regulation. 


The private health sector is growing rapidly across all regions irrespective of level of development. The BNHRA 
has been implemented in the state but is restricted to mere registration on paper without screening or monitoring of 
hospitals. We also found that standards of care are influenced by the market and competition has not ee y 
led to better standards. Better compliance to other laws and guidelines as compared to the BNHRA that actually 
registers them as ‘hospital’ indicates the apathetic attitude towards this law. 


We hope that the findings of this study will be useful for the state and the medical associations in understandin g the 


current scenario of private hospitals and developing standards of care keeping in mind the needs of patients and the 
ground reality. 
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INTRODUCTION 


The private health sector in India is a huge and expanding industry. The past few decades, particularly, have 
witnessed an enormous growth in the private health sector. A major reason for this was the niernancueal the 
public health sector, which was clearly evident in the nineties"’. To begin with, the private health facilities grew 
mainly in the metropolitan areas which had poor health care facilities and where public health facilities were failing 


to provide appropriate health care. Today, the private health care constitutes two-thirds of India’s health care 
sector. 


The private health sector is highly commercialized with an almost exclusive emphasis on diagnostics and curative 
services. This has created a big opportunity for the expansion of the market in pharmaceuticals, medical equipments 
and of medical insurance corporations in the health sector.'* The decreasing government expenditure on health, the 
mushrooming of private medical colleges, and the numerous concessions to private concerns such as subsidies 
being provided on the import of medical equipments, cheap or free land to ‘trust’ hospitals have together played a 
significant role in promoting this growth. 


The private health care sector comprises private medical practitioners from across different systems of medicine 
like the allopathy, ayurveda and homeopathy systems of medicine. It also comprises hugely hospitals including 
corporate and trust hospitals, maternity and nursing homes, and specialty hospitals'’. These practitioners and 
hospitals are part of the formal private health sector. Diagnostic services and pharmacy shops may also be part of 
this sector. There is also an informal private health sector composed of quacks, bonesetters, dais, bhagats, vaidoos, 
witch doctors, herbalists, traditional healers, local disease/technique specialists like abortionists, white discharge 
experts, jaundice specialists, snakebite specialists, etc.'* Most of the formal and informal health sector works for 
profit and is referred to as the “for-profit” private sector. The “not-for-profit” private health sector includes large 
tertiary care hospitals that provide care on a case to case basis and claim to be non-profit, charitable institutions 
whose work is a blend of the clinical and the social fields and institutions focused on creating a difference by 
identifying needs of the poor and those living in rural areas’. 


Other than the above, the pharmaceutical industries, the medical equipment and technology industry, medical and 
educational institutions, and the hospital construction industry are also in the private sector. Recent times have 
witnessed the setting up of large corporate hospitals. These super-specialty hospitals supported by NRI’s and 
pharmaceutical companies are at the core of the burgeoning medical tourism industry'*. The Investment Commis- 
sion of India has estimated that the number of medical tourists has increased almost 20-fold since 2000 to about 
1,80,000—2,00,000 in 2006. By 2012 medical tourism is expected to become a US$ 2.2 billion industry. 


The health care system in India has two main components: the “financing” component and the “service provision” 
component. The former is explained briefly, followed by the latter, which is the main focus of the report. The clinics, 


Novib Newsletter, The Hague, March 2003, 2 p. 


'! Duggal, Ravi. Privatization of Healthcare in India, 
say uth Asian Perspective, EPW, October 18, 2003 


12 Baru, Rama. Privatization of Health Services: A so 
') Duggal Ravi, Nandraj Sunil. Regulating the private health sector. 


"5 i, Health Sector financing in context of women's health. ae 
5 oie Hehe more from private health care in poor countries. /nternational journal for quality in healthcare 2001. 13(4) pp. 279-280 


‘6 A Venkat Raman. Private Sector in Health care Delivery in India. Reading material prepared from the report of National Commission on 


Macronomics and Health, 2005. 
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anies are financed through a fee-for-service mechanism, the insurance compa- 
s and the charitable institutions through donations from 


that the private health sector is essentially financed by 


hospitals and pharmaceutical comp | 
nies are financed through individual and company premium 
government and the private households. The table 1 shows 


household out-of-pocket expenditure. 


Table 1. Private Health Care Provision and Private Health Care Financing in India” 


Health Care Health Care Health Care Health Care 

Provision Provided Through Beneficiaries Financing 

1. Private hospitals Hospitals owned by Open to all Fees for the services 
individuals/groups of (Households) 
individuals 

2. Private dispensaries Hospitals owned by Open to all Fees for the services 
individuals/groups of (Households) 
individuals 

3. Physician consultants Consultancy clinics and Open to all Fees for the Services 
private hospitals (Households) 

4. Charitable hospitals Hospitals owned by Open to all Contributions from 

/ research labs individuals/ trusts/ philanthropists / fees for 
philanthropists the services on no profit 

basis (Households) 

5. Private corporations Hospitals owned Restricted to their Profits, tax concessions, 

(Joint Stock Companies) by them and employees grants from government, 
reimbursements and fees 

6. Private corporate Owned hospitals Open to all Fees for the Services 

hospitals (Households) 

7. General insurance Public hospitals/ private Open to all Premiums from insurers 
hospitals/ corporate (Households,corporations, 
hospitals institutions) 

Medical insurance Physician and Consultants 

8. Native doctors such Own clinics Open to all Fees for the 

as Vaidya, Hakims, services (Households) 

Tantrics, Naturopaths, etc. 

9; ade Alin Medi stores and Open to all Fees for services and/ 

7 na & ae OU sy or SHERY of goods in 

question (Households) 
equipment manufacture and public) 

companies, etc. 


a a ee ee 
Source: Charu C. Garg. Equity in health sector financing and delivery in India. June 1998 


'7 Garg, Charu C. Equity in health sector financing and deliver 
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The National Health Accounts Report (2004-2005) of the Ministry of Health and Family Welfare shows that in 
India out of the 4.25 per cent of GDP spent as total health expenditure'* (2004-2005), the private health expenditure 
consttutes around 3.32 per cent of the GDP as against the public health expenditure which constitutes only 0.8 per 
cent of the GDP. Out of the total share of private health expenditure funds, 71.1 per cent comes from the households” 
Data from NSSO 52nd round indicates that in order to be able to access services from the private Gaultier 
facilities, often users have to sell their assets or have to incur debts, which leads them more into poverty. 


The second component, of the private health care sector is the service delivery component. Findings from NFHS- 
3 data indicate the wide utilization of the services provided by private health sector by households of the country. 
The data indicates that two-thirds (65 per cent) of the households in India seek services from the private health 
sector, 70 per cent in urban areas and 63 per cent in rural areas and the remaining one-third from the public health 


sector. Poor quality of services and unavailability of public health facility are the main reasons cited by the households 
for utilization of private services over public services. 


An analysis of the utilization of private health care services shows that utilization of increases with increase in the 
wealth quintiles. However, percentage of utilization of private health care services among all the wealth quintiles 
was more than the utilization of public health care services.” Data from 60" round of NSSO shows a similar 
picture. For non-hospitalized medical treatment of ailments, the proportion of total ailments that were treated by 
private healthcare providers in rural and urban areas was 78 per cent and 81 per cent, respectively. Similar to the 
NFHS finding, the NSSO data finds a relative decline in the use of public health care providers as measured by 
proportion of ailments treated among the lowest to the hi ghest MPCE class. In rural areas proportion of those who 
received treatment from government institutions for the highest (Rs. 950 and above) and lowest (less that Rs. 225) 
MPCE class was 30 per cent and 18 per cent respectively. In the urban areas the corresponding figures were 26 
per cent and 11 per cent respectively. Similar were the findings for hospitalized medical treatment among both 
urban and rural areas with dominance of the private sector in treatment of the cases. The proportion of cases 
treated in private hospitals compared to public hospitals was also seen to hugely vary in some states like Bihar, 
Haryana, Karnataka, Maharashtra, Punjab, Tamil Nadu and Uttar Pradesh with a predominance of cases treated 
by private hospitals.” 


Despite huge growth in terms of investment and size across all regions, the private sector functions without adequate 
legislation and standards of care. Also, there is no guarantee of even minimum quality of services for patients who 
have to incur out-of-pocket expenses to avail services from this sector. This sector is using the public money but 
not sharing the social responsibility of the national health goals and good quality universal healthcare. For example, 
the medical education has been highly subsidised and most graduates join the private sector. The huge and mostly 
unregulated private health sector in low-income countries raises serious concerns. The quality of drugs, treatment 
and care sold privately is often dangerously poor.” In the absence of national legislation or mechanism for regi stration 
of health establishments, it is left to the few states to bring order to this sector. But armed only with archaic laws for 
registration of private hospitals, which do not have sufficient provisions to regulate properly, this is an impossible 


task. 
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Other mechanisms governing medical practice like the MCI and the CPA are activated when there is medical 


negligence or serious malfunction. Due to lack of evidence, patients often are not able to penne ener 
negligence cases and the ni gmarole of following up with courts, etc proves to be daunting lorpanem ai. 
studies have demonstrated the poor quality of care. Practices such as cut-practice, over-hospitalisation, uneth 

and irrational medical practices, excess use of technology in diagnosis and treatment, irrational drug combinations 
and over-dosage of drugs, no standardization of fee structure and no record keeping are prevalent. With respect to 
women’s sexual and reproductive health, medical malpractice as seen in high rates of Caesarean section (C- 
sections) and hysterectomies in the private sector has been documented. A recent survey in Andhra Pradesh found 
high rates of hysterectomies in private sector (98 per cent) which is being prescribed for irregular menstrual periods 


to cramps, forcing menopause on women as young as 20 years. 


There is evidence that MCI has not been able to deliver justice to patients. In spite of the mounting menace of cut 
practice, malpractice, taking direct, indirect bribes from drug companies, the MCI has hardly taken any action 
against doctors (Madhiwala and Roy, IME) We therefore make a distinction between these and the need for 


legislation for regulation of private health facilities. 


Context of health care in Maharashtra 
Keeping the above background in mind lets now concentrate on the state of Maharashtra, located in Western 


India. Maharashtra is a huge state with a population of 9.69 crore as per the 2001 census, which is the second 
largest after Uttar Pradesh. Mumbai, the financial capital of the country is in Maharashtra. Though Maharashtra is 
the richest state in India, inequalities in access to healthcare across rural-urban areas, social groups and socio- 
economic classes are huge. Maharashtra also shows a higher utilization of the private health sector than of the 
public health sector. In fact, Maharashtra has the largest private health sector in India.” 


With declining public health expenditure over the years, especially in the post SAP (structural adjustment programme) 
period, the private sector in Maharashtra has flourished and today forms is a major component of its health 
infrastructure. In the post SAP period the state curtailed investments in the public health sector and reduced health 
expenditures. In fact the government allowed the growth of the private health sector by reducing its expenditure on 
health, giving concession and subsidies on the import of medical equipments and giving land to private hospitals at 
very nominal prices. The availability of hospitals in the private health sector relative to the public health sector in 
Maharashtra is estimated to have increased from 68 per cent in 1981 to 83.4 per cent in 2005.The availability of 
dispensaries in the private health sector has seen an increase from 47.4 per cent in 1981 to 86.16 per cent in 2001 


and the number of hospital beds in the private sector has increased from 37.4 per cent in 1981 to 50.3 percent in 
the year 2005.% 


In 1994 the ‘Medico Friend Circle’ (Bombay group) questioned the Health Secretaries of all states and union 

territories about the existence of any laws in the states for regulation of private hospitals and nursing homes and the 
exact nature of these. To their surprise they found that it was only Maharashtra and Delhi that had specific laws for 
registration and regulation of private hospitals/nursing homes. In Maharashtra, this Act, was enacted in 1949. and 
called the “The Bombay Nursing Home Registration Act (BNHRA). The Act stipulates that “Every year the es g 
home and hospitals are required to make an application for registration or renewal of registration to the local 
supervising authority, which could be the municipal corporation, district board, district panchayat and other such 
bodies constituted by the government. The applicant is supposed to provide detailed information on the staff 
strength and qualification, the availability and functioning of various instruments, space for accommodating patients 


i D uggal, Ravi, T. R. Dilip and Raymus, P. Health and Healthcare in Maharashtra. A status report. (2005) 
Mishra S., Duggal R., Lingam L.,Pitre A. A Report on Health Inquities in Maharashtra, 2008 
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operation theatre, sanitation facilities etc’. In case the provider fails to do so then he/she might be liable to pay a 
certain amount of fee for non-obedience or even be charged with imprisonment.” In spite of the presence of this 
law, it has been poorly implemented in the state. 


An active civil society has consistently raised issues related to non-implementation as well as the limited scope of 
the law. The result of this was that the Act was amended in 2005 to make it applicable to the entire state of 
Maharashtra and minor additions were made about floor-space per patient and nurse patient ratio. Regrettably, 
several other proposed amendments for inclusion of minimum standards of care and other regulatory mechanisms 
were not included. Responding to this criticism, the Government of Maharashtra (GoM) invited CEHAT to draft 
the rules for this amended Act. CEHAT prepared the draft rules through a consultative process involving several 
stakeholders and submitted them in June 2006. These draft rules included minimum standards of care for hospitals 
with ten beds as well as a Standard Charter of Patients’ Rights and were posted at http://maha-arogya.gov.in/ 
actsrules/nursing/BombayNursingHome.pdf (Available upto June 2009). Till date these rules have not been approved 
by the Health Minister, despite repeated appeals by several civil society organizations and hundreds of citizens. 
This is mainly because of the state’s reluctance and the lack of consensus on minimum requirements/standards 
amongst members of the medical fraternity. 


The required minimum standards of care have not been defined for the private sector by the state as the medical 
profession has always argued that factors such as the nature of services, location, availability of staff and cost make 
it impossible to have any uniform standards. Evidence from earlier studies has shown that the private hospitals 
provide poor quality health care. They are often housed in dilapidated buildings with very poor infrastructure. The 
absence of any accepted standards to assess the physical and clinical standards of private hospitals makes it even 
more difficult to assess the quality of care they offer.”* In this scenario, the patient cannot be assured of good quality 
of services from these private hospitals. 


The Bureau of Indian Standards prescribes standards for hospitals larger than 30 bed strength. But the standards 
for smaller hospitals are ill-defined, nor is there any incentive to upgrade standards. These are mainly the 0-30 
bedded hospitals, majority of which are run by sole proprietors/practitioners. They mostly serve the urban and 
semi urban clientele and focus only on curative health care. The issues regarding the quality of care, cost of care and 
level of regulation among these facilities is of critical importance. 


CEHAT undertook a study in Maharashtra to understand the standards of care offered by private hospitals and the 
perception of the private providers to regulate the sector. Anearlier study by CEHAT in 1997 had examined the 
physical standards of private hospitals in one district, Satara. This study highlighted that the standards may vary 
with level of development. Given that the amendment to the BNHRA made it applicable to the entire state, it was 
pertinent to examine standards of care in private hospitals across different districts as per level of development and 


the size of hospitals. 


Objectives of the study | : state | 
1. Tounderstand the physical standards and quality of care provided by the private hospitals in a representative 


sample of private hospitals in Maharashtra. 
2. Tounderstand problems and concems regarding t 
owners in Maharashtra. 


he existing BNHRA and accreditation among the hospital 


Wy 95.9 
15 Jesani, A. and Nandraj, S. The unregulated private health sector. Health for the Millions, 2(1) February 1994, pp. 25-28 
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RESEARCH METHODOLOGY 


Definition of key concepts | , rae, | 
Private hospital: Private hospital for this study is defined as any hospital that 1s providing in-patient services and 


is less than 30 beds. In Maharashtra, all such hospitals are registered under the Bombay Nursing Home Registration 
Act (Amendment), 2005 which defines such institutions as a Nursing Home where the premises are used or 
intended to be used for the reception of persons suffering from any sickness, injury or infirmity and providing of 


treatment and nursing for them and includes a maternity home. 


Quality of care: This term is used in this study to assess the different constituents of care that the patients receive 
from the hospital. It includes both the physical and clinical standards. Some indicators include trained staff, 
infrastructure, record maintenance, biomedical waste management, HIV prevention and emergency services. 


Samplin 

peer visa of regions of state: In order to get a representative sampling, we selected two districts from 
each of the five geographical regions of the state, namely, Konkan, North Maharashtra, Western Maharashtra, 
Marathwada, and Vidarbha including Mumbai. Two districts from each of the above mentioned regions were 
arranged in ascending rank on the basis of the selected indicators?’ — and were divided in two equal groups (more 
developed and less developed). One district from each of the groups was selected randomly. Thus a total of 10 
districts, namely, Nashik, Thane, Pune, Satara, Amaravati, Ratnagin, Osmanabad, Nandurbar, Aurangabad, and 
Gadchiroli have been selected. The city of Greater Mumbai too is included in the selected districts, due to its unique 
features of complete urbanization, great expansion of the private medical sector, huge population base with high 
standard of living and very high real estate prices. 


Table 1.1 : List of Districts with the Level of Development 


Sr.No. _ District Level of development Region 

1 Thane Developed Konkan 

2 Ratnagiri Less Developed Konkan 

3 Pune Developed Western 

4 Satara Less Developed Western 

5 Amravati Developed Vidharbha 

6 Gadchiroli Less Developed Vidharbha 

is Nashik Developed Northen 

8 Nandurbar Less Developed Northen 

9 Aurangabad Developed Marathwada 
10 Osmanabad Less Developed Marathwada 


Selection of tehsils 


All tehsils in the sampled districts were ranked and classified into three groups (high, medium and low development) 
dependin gon their level of urbanization. We selected one tehsil from each of these categories. The difference in 
urbanization levels between the district capital and the next urban centre was very high. In order to address the fact 
that distribution of private health facilities are skewed towards urban areas, we selected purposely the district 


ee ee ee ee 

Districts were ranked and scored based on Level of urbanization, Hos 

and District Domestic Product at current prices. Various data sources 

Reproductive and Child Health facility survey were used to cet inform 
o 


pital beds per one lakh population, under 5 mortality rate, Female literacy rate 


such as Human Development Report, Maharashtra, Revenue circle, Census 
ation regarding indicators. 
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capital to represent the high-developed tehsils, so that this area, with better private health care infrastructure is 
included. Two other tehsils, one randomly from each of the middle and less developed groups were selected. 


Totally 30 tehsils i.e. three from each district are selected for the study and three randomly selected wards from 
Mumbai were also included for the study. 


Physical listing of the facilities 

We did not find a list of private hospitals. So we had to create such a list for the selected districts by physically 
listing them However, this was impossible in large cities of some districts like Pune, Thane, and Mumbai because of 
the large numbers of hospitals. In these cities we listed the facilities for one municipal ward and estimated numbers 
for the city® and included 10 per cent of this estimated universe in the sample. Refer to Table 1.2 for details. 


Tools for data collection 


The total sample for the study was 267 hospitals of which six hospitals refused participation. Hence the final sample 
of hospitals from where data has been collected for the study is 261 that were between 0-30 bedded. Interview 
of the facility In-Charge and Duty Medical Officer/Nurse Staff and observation of the hospital were the main 
methods of data collection. Interview Schedules and Observation Schedules have been used as a tool for the 
purpose. Semi-structured and open-ended questions were designed to collect information on the existing physical, 
structural and clinical standards of the hospital, their awareness of the BNHRA Act and issues, opinions and 
concerns regarding the implementation of the Act. Through the Observation Schedule, the availability and condition 
of mainly the physical and structural aspects of care were assessed. Two hospitals did not allow the research 
investigators to observe the labour rooms. 


Two sets of questionnaire & one observation schedule were used for data collection 

i. Information on the facility from the Hospital in-charge as well as his/her perspective about existing structure 
and process standards in the health care institutions, regulation and accreditation - general information 
about the facility, general information about the provider, information about the facility, human 
resources, infrastructure in the hospital, information on admission procedures, information on 
knowledge update, information on awareness about registration and accreditation themes 

«Information from DMO or staff nurse on existing structure and process standards in the health care institutions 
— emergency services, maternity services, comfort and privacy of patient, IC U facilities, infection 
control measures, blood bank, BMW, information on medical records. 

iii, Information from observation schedule to cross check the information taken from above schedules- Physical 
condition in the hospitals, information on hospital infrastructure and essential services 


Plan of analysis | 
Data was analysed in terms of the development and the size of the facilities. Analyzing the data across the developed 


and less developed districts helped us see the difference across these districts in term of the size of the facilities, 
infrastructure, human resources and regulation. Looking at Mumbai, which is a metro city and has a concentration 
of private health sector, also helped us to understand the standards of health care and level of awareness and 


Electoral Zonal offices conducted the census of all wards coming under them. On the basis 
average number of facilities in each single ward and multiply by the total number of wards 
in the whole city and got the overall unt Ae which be aoe erage a io 7 aby 

fices e. g. in case of Pune: total Electoral Zon i : 
porno ie i ig tng Se ame tal Ota: ap rer Patile ‘Road = 9 + Yerkheda Zonal Office= 9 + Aundh Zonal Office =9 
soeal 27 it wil spade d the census and got total 106 facilities. Then 106 was divided by 27 = 3.92 is the average no. of facilities in each wards 
- se ag nit nt 144 : | no. of wards= 565.33 (see table 1). Now this 565.33 is the universe for Pune city and we have selected 10 per 
Lion nie yr me’ re sich fn have taken 57 facilities as round figure for our final data collection. Thus total no. of facilities in Pune Dist 
‘och ve caps “a my » be 600 3 (565.33 from the Pune City +23 from one Tehsil + 12 from another Tehsil). Now out 600.3 we have taken 
ike pe irae Tp pa Pune Di:t total no. Facilities would be 60 (57+2+1) (See table no. 1). Likewise we have done for Thane and Mumbai 
per cent w k : 


28 For listing in these cities we have selected randomly 3 


of the actual number of facilities, we have calculated the 
iverse and then from that universe we have taken 10 per cent 
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It is important to note that the state legislation that came in 1949 was 


understanding about regulation in the city. ) , 
11 2005. The size of the hospitals is an important factor in 


restricted to this city and a few others in the state ti 
determining standards of care. 


Limitations of the study 
The study findings are based on responses of the hos 
standards have been verified through observation. 


pital owners on most of the indicators. Only some physical 


1. Wefoundno reliable source of information on private hospitals in the state. We made several futile attempts 
at procuring these from the corporations, health department and medical associations. We therefore had to 
list all facilities in representative wards and get an estimate. In doing so, the low presence of private sector 
in less developed districts was not factored in. Specific inclusion of more facilities from the less developed 
districts would have provided more information on the conditions of these hospitals in that region. 


2. The absence of any standards for 0-30 bedded nursing homes posed a challenge during development of a 


tool and analysis. While certain gaps in compliance to the law are evident, it is difficult to conclude on poor 
quality of care at the facility level. 
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Table 1.2 : Final Sampled List of Facilities in Districts and Tehsils 


SL Name of the SL Name of SL Name of the Tehsil / City area 
Region the District No. of 10 per Stacked 
Facilities cent of No. of 
1 Western 1 Pune l Pp oe eens 
une City 106(565.3)* 56.5 57 
Maharashtra 10 per cent of 2 Purandhar 23 23 2 
the total= 60.03 | Muisi 12 12 
2 Satara + Satara City 51 5.1 5 
10 per cent of 5 Wai 20 ys 2 
the total= 10.5 6 Khatav 34 3.4 3 
2 North 3. Nashik 7 Nashik city 368 36.8 %6 
Maharashtra 10 per cent of 8 Igatpuri 3 0.3 1 
the total= 38 9 Chandwad 8 0.8 1 
4 Nandurbar 10 Nandurbar 31 3:1 3 
10 per cent of 11 Shahade 21 2A 2 
the total= 5.3 12 Akkalkuwa 1 0.1 1 
3 Konkan 3 Thane 13 Thane city 97(388)* 38.8 38 
10 per cent of 14 Vasai 37 a7 4 
the total= 43 15 Vada 5) 05 1 
6 Ratnagiri 16 Ratnagiri city 30 3 3 
10 per cent of 17 Chiplun 26 2.6 2 
the total= 6.3 18 Guhagar 7 0.7 1 
4 Vidarbha 7 Amravati 19 Amravati 232 232 23 
10 per cent of 20 Dhamangaon 1 0.1 ] 
the total= 23.4 21 Nandgaon 1 0.1 1 
8 Gadchiroli 22 Gadchiroli 3 0.3 3 
10 per cent of DS Desaiganj 1 0.1 1 
5  Marathwada 9 Aurangabad 25 Aurangabad 174 174 17 
10 per cent of 26 Paithan 12 12 1 
the total= 19.2 2] Phulambri 6 0.6 l 
10 Osmanabad 28 Osmanabad 21 2.1 2 
10 per cent of 29 Tuljapur 6 0.6 l 
6 Mumbai 11 Mumbai 31 W. Sub K/E 39 (252.2)* 22 25 
10 per cent of Andheri E 
the total= 50.5 32 East Sub- 26 (145.2)* 145 15 
N Ghatkopar 
33 Mum City - 12 (108.0)* 10.8 ll 
een a 
2600.7** 260 267# 


ea ee ens 


* Projected on the basis of census of selected wards : 
#* In summing up, the projected universe of Pune, Thane, and Mumbai have been included. : 
# the number is higher than actual per cent because we taken all facilities in Gadchiroli Dist and other Tehsils where 


the number is just 1. 
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CHAPTER 2 


PROFILE OF PRIVATE HOSPITALS 
AND 
PRIVATE PROVIDERS 
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PROFILE OF PRIVATE HOSPITALS AND PRIVATE PROVIDERS 


This chapter provides details of hospitals in terms of their years of establishment, regional distribution, bed stren gth 
services and bed occupancy. It also provides a brief profile of the medical practioners or the private health Sseaan 
in terms of the system of medicine that the providers belong to, their qualification and nature of their practice. Due 
to poor registration, there is no reliable source on number of private hospitals in the state. Moreover ownership 
data is scarce and hospitals may be owned by an individual, a group, corporate, trust or voluntary organisation. 


Of 261 hospitals, 71 percent (185) are located in developed districts, 17 per cent (45) in Mumbai and 12 per cent 
(31) in less developed districts. The sample is representative of the trends in the private health sector and their 
preference for the developed and urbanised areas. So, even though Maharashtra has one of the largest private 
sectors in health care in India, it is unevenly distributed across the state. There are fewer such hospitals in less 
developed districts. Of the 261 private hospitals, most (27 per cent) of private hospitals are in Western Maharashtra, 
which comprises of Pune and Satara districts and the lowest (9 per cent) in Marathwada, which comprises of 
Aurangabad and Osmanabad. (Table 2.1) 


2.1 Establishment of hospitals 

Amongst the 261 private hospitals, two were established in Mumbai before independence. Private hospitals began 
to grow in Mumbai between 1932 and 1947, followed by a similar growth in the developed districts in 1948-1963 
and then in the less developed districts in 1964-79. But from 1980s onwards, the growth has been phenomenal in 
all the three region.(Table 2.2) While growth of private hospitals in urban and developed regions has been noted by 
others,” the present study highlights the fact that it is growing at equal pace in the less developed districts too. 
Graph 1 shows that the private sector in Maharashtra is growing after independence. Of late, the growth in corporate 
hospitals and other large private hospitals does not seem to have affected the growth of small private, hospitals. 54 
per cent (140) of the hospitals in our sample are established between year 1996 and year 2007. (Table 2.2) There 
has been a growth in the number of medical colleges in Maharashtra that facilitated this growth. There is a trend 
towards establishment of larger hospitals during the period 1996 to 2007 (Table 2.3). However, it has not replaced 
smaller and medium sized hospitals at all as they continue to grow too. While hospitals of all bed sizes show a rise 
in growth, the percentage of 11-15 bedded hospitals has declined slightly. This could be as these may have reached 


a saturation point. (Table 2.3) 
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Graph 1 : Establishment of private hospitals (1932-2007) 
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2.2 Size of hospitals | 
Overall, 77 per cent of the 261 hospitals are 6-15 bedded which truly represents the trend within private hospitals 


with less than 30 beds. The mean (12), median (11) and mode (15) values depicts the size of the hospitals in our 
sample. 49 per cent of the hospitals are 6-10 bedded. We find that developed districts have 6-10 and 11-15 
bedded hospitals, while less developed districts largely have 6-10 bedded hospitals. Mumbai too has maximum 
number of 6-10 bedded hospitals (Table 2.4). The reason for the preference for small hospitals is that these are 
financially viable and easy to manage in terms of infrastructure and the doctors themselves run most of these 
hospitals without hiring qualified staff. 


Setting up and managing large hospitals requires large capital and they are dependent on the paying capacity of the 
population. In less developed districts, 71 per cent of the hospitals were less than 10 beds, with only 2 having 21- 
30 beds and 1 with 16-20 beds. On the other hand, 35 per cent of Mumbai hospitals and 23 per cent of those in 
developed districts had more than 16 beds. Hospitals with more than 15 beds are concentrated in developed 
districts and Mumbai. (Table 2.4) These are viable in these regions as they are mostly run in partnership, provide 
multiple services and people in the developed region have higher paying capacity. 


2.3 Types of services provided in the hospitals 

Amongst the 261 hospitals, 92 are providing more than one type of services as shown in the graph 2. The study 
finds that combination of all types of services whether General Medical, Maternity, General Surgical services are 
available in hospitals. If we consider the hospitals providing only one type of services, the maternity hospitals are 
hi ghest (34). The most common service provided by hospitals is medical. Most of the hospitals providing multiple 
services are located in the developed districts and Mumbai. Hospitals providing only medical services are 
concentrated in the less developed districts. The developed districts and Mumbai provide medical, surgical and 
maternity services in large numbers. In less developed districts, while 23 per cent hospitals provide all services, 26 
per cent provide only medical services. More than 55 per cent of the hospitals in less developed districts do net 


provide maternity and surgical services. This indicates the lack of services avail 
in the less developed region. (Table 2.5) available for maternal and surgical care 


Multiple services are provided by large hospitals with more than 15 beds. Exclusive services like only medical, only 
surgical or only maternity 1s provided by less than 15 bedded hospitals. Specialty services other than eed 
surgical and maternity are largely provided by less than 5 bedded hospitals. 
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Graph 2: Type of services provided by hospitals 
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Type of Services 


2.4 System of medicine in hospitals 

The private sector is mostly dominated by the allopathic system, which is now more technology based and costly 
for the patient. The option of other systems of medicine, which are cheaper, is very limited for the patient. The study 
shows that 90 per cent (234) of the owners of the hospitals are from the Allopathic system of medicine. In the less 
developed districts, 97 per cent (30) of the hospitals belong to the allopathic system of medicine. There is only one 
Ayurvedic hospital in this region (Table 2.6). The scope for hospitals belonging to other systems of medicine in less 
developed districts appears to be limited. The hospitals of other systems of medicine are concentrated in the 
developed districts. 


There are 10 per cent (26) hospitals from other system of medicine. Of the 14 ayurvedic hospitals, 13 are in 
developed districts. Of the 11 homeopathic hospitals, 8 are in developed districts and rest in Mumbai. In our 
sample there is only one Unani hospital that is situated in Mumbai (Table 2.6). Seven of the Ayurvedic hospitals are 
less than five bedded. In homeopathic hospitals we find that there are 7 hospitals that are less than 10 bedded. Only 
one unani hospital in Mumbai is 21-30 bedded hospitals (Table 2.7). The hospitals from other system of medicine 
may not be drawing the required number of patients to have a big hospital exclusively based on Indian system of 
medicine. The number of allopaths were found to be 96560 and non-allopaths were 93663 (CBHI, 2008) in 
Maharashtra. It is evident that they are almost in equal numbers and therefore there is need to look at the social 
background of doctors from other systems of medicine and their financial condition. Allopathy is also the dominant 
practice and it is obvious that there is limited market for hospitals from other systems of medicine. 


The study of private hospitals in Satara (1997) had shown that 70 per cent of the hospital owners are from the 
allopathic system of medicine and the rest (25 per cent) were trained in other systems of medicine. These doctors 
from other systems of medicine were also practicing the allopathic system of medicine and were mainly located in 
the less developed area. The current study captures a decline in hospital owners from other systems of medicine to 
10 per cent only. It indicates that dynamics of the private health sector are making it difficult for non-allopaths to set 


up hospitals. 
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5 Bed occupancy in hospitals | a 
cab Peat is einai by dividing the number of beds occupied on a daily basis 1n the last month by the 


number of beds in the hospital. The average bed occupancy in the paces 1 ae eaten mie viel ' 
wna bed occupancy of 51 per cent on a daily bas! . Ou has sI 
eee ie further ee. e about 57 per cent, indicating a trend towards hi ae eee of 
private health sector. The bed occupancy in the hospitals of developed di stricts (60 per cent) and Aumbal : ee 
cent) in our sample is higher than that of hospitals from less developed districts (40 per cent). This consi erable 
difference can be attributed to higher paying capacity among the people of developed districts as types of services 
are not very different (Table 2.8). As the number of bed increases in the hospitals, the bed occupancy decreases. 


(Table 2.9) 


2.6 Ownership of hospitals | . 
Hospitals are mostly run by doctors but it is important to look at the ownership pattern in the small hospitals. Our 


study highlights that most common type of the ownership pattern is self-proprietorship. 86 per cent (225) of the 
hospital owners are sole proprietors. Of these 207 are male and only 18 are female. While 13 per cent hospitals 
are owned in partnership, they are largely concentrated in Mumbai (Table 2.10). We found only one trust hospital 
in the study which was situated in Mumbai. But if we look at the first ownership we find that the 91 per cent (238) 
of the hospitals are owned by males. In the second ownership, there is slight dominance of female owners which is 
mostly marital partners. (Table 2.11) 


Earlier studies (FRCH 1999) have shown that the share of expenditure on heads such as rent, maintenance and 
salary is small or negligible. This is further reiterated by this study too. Firstly, most of the owners of hospitals are 
doctors. Secondly, the hospitals need to be under the management of a medical person according to the registration 
process in Maharashtra. In our study, we find that owners are also in-charge of the hospitals in 259 hospitals. In 
two hospitals, doctors have been hired as hospitals in-charge. In this way, hospitals reduce expenditure on salary 
to be paid to the human resource by playing the multiple roles of owner, in-charge and Duty Medical Officer. 


In developed districts and places like Mumbai where the cost of running a hospital is high, we see that hospitals 
here are owned in partnership. This is probably to share the cost of setting up and running hospitals. But this 
partnership is seen among doctors only. This kind of partnership further reduces the cost incurred on the human 
resources. Similarly, as the number of beds increase in hospital, the cost incurred by the hospitals also increases. 
The study shows the trend for partnerships as bed size increases, with 74 per cent of the hospitals run in partnership 
being more than 10 beds. (Table 2.12) 


2.7 Ownership of space of hospital 

In the study, 87 percent (226) of the hospitals are housed in self-owned buildings and rest of the hospitals are 
housed in rented premises. Earlier studies have found that 60 percent of the hospitals were operating from rented 
places.*' Despite the high cost of property in Mumbai, 93 per cent of the private hospitals in the city are self- 
owned. Out of the total sample from the less developed districts, 26 per cent (8) hospitals are in rented place. 
Amongst the private hospitals that are functioning from rented place, we find that they are largely located in less 
developed and developed districts (Table 2.13). It indicates that doctors who set up private hospitals belong to the 


high-income group where they can afford to purchase property for setting up of a private hospital. It also shows 
that running a private hospital is a good business. a 


© Kavadi, S.K. ( 1999) Health resources, Investment and ex 
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aut bedi itis a profit making venture for doctors who largely belong to the higher class and are able to invest 
P ate capit m setting up such enterprises. The easy access and choices available for takin g loans too, has made 
iteasier for individual doctors to set up their own hospitals and support entrepreneurship. 


We find that amongst the hospitals that are housed in rented premises, most of them (approx 50 percent) are small 
sized (up to or less than 10 bedded) which as earlier explained are concentrated in less developed districts. The 
paying capacity is much lower in the less developed region thus not making it a profitable venture. This is in dnict 
contrast to developed region as well as Mumbai where even the large bedded hospitals are self-owned. Running 


private hospitals is definitely not a loss as they are sure of making good income and doctors are ready to invest huge 
capital in terms of purchase of building, etc. (Table 2.14) 


Graph 3 Ownership of hospital and ownership of space: 
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2.8 Multiple practices by practitioners 

The doctors were asked if they practice in only one hospital or more than one hospital. Multiple practice means that 
the doctor is caring for patients in more than one hospital. As these are all in-patient facilities, their patients are 
necessarily admitted. In the study, 40 per cent (105) of the doctors said that they practice at another hospital also. 
This is more common in developed districts as compared to less developed districts. Only 4 doctors from less 
developed districts reported practice at another place (Table 2.15). The trend towards multiple practices is highest 
amongst larger hospitals that are more than 15 bedded. Larger hospitals usually provide multiple services and 
make it viable for visiting doctors and consultants to provide their services (Table 2.16). 


In the study, there are 22 per cent (56) owners who own other hospital also. This practice is most common among 
the developed district hospital owners (Table 2.17). And most of the places the owners are the in-charge also. 


In 47 per cent (123) of the hospitals, the in-charge is neither practicing anywhere else nor owns any other hospital. 
This means that the rest 53 per cent are seeing patients in multiple places. If the doctors are seeing patients at 
multiple places, the time spent per patient decreases. The patient may be seeing the doctor at one place but for 
treatment he/she may be sent to another place. This may increase the cost of treatment. Most importantly, the 
patient may have a problem in contacting the doctor in the time of emergency, which is a matter of concern as far 


as the treatment is concerned (Table 2. 18). 
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hout any obvious dependence on patients from 
hat they are able to run their hospitals successfully. Other studies have 
ged in private practice and refer patients from the government 
8) Inthe last two decades the collapse of the public health 


In the study, none of the doctors practice in the public sector. Wit 


the government health services, it is evident t 
found that doctors from public health facilities are enga 
medical facilities to their private clinics. (Baru, 199 
services has made it possible for the private sector to run independently. 


2.9 Knowledge update ite ay 
The study explored the various means used to update knowledge by the hospital in-charge like journals, CME 


(Continuation of Medical Education), MR (Medical Representative), Astonishin gly, except one doctor from a 
Mumbai hospital, all said that MR is the person who provided them with update on medical knowledge. 98 percent 
of them get information about drugs from the MR. Information about latest technology and new brands in equipments 
is also reportedly provided by the MR. However, 60 per cent doctors from developed districts said that they get 
information on technology and equipment from MR, followed by 26-29 per cent of those in less developed districts 
and lower in Mumbai. This dependence on the MR as a means of knowledge update is suspect as most of them are 


selling their own products. 


67 per cent of the doctors reported that they update their knowledge by reading journals, which was most common 
amongst those in developed districts, followed by less developed and then Mumbai. CME involves more direct 
participation found to be more common among the hospitals in Mumbai and developed districts. Referring to book 
was more common amongst doctors in Mumbai and developed districts. The strong dependence on MR as the 
source of knowledge update is indicative of the far reach of the pharmaceutical industry. As no further questions 
regarding the importance/relevance/ quality of such information was asked to doctors, one cannot comment any 
further (Table 2.19, 2.20). 


Summing up, we note that the establishment of less than 30 bedded private hospitals in all regions, less developed 
and developed has been increasing. The average bed size is 12 in the sample and the hospitals provide all types of 
services: medical, surgical and maternity, with medical being the dominant type of service followed by maternity. 
We also find that 90 per cent of the hospitals were from the allopathic system of medicine. Hospital owners are 
mostly the hospital in-charge also and ownership is dominated by men. They are mostly operating from their own 
place and not from rented places indicating that the sector is profitable. We of course note that access to loans too 
has become much easier in the past 10-15 years. Multiple practices are common not just in terms of doctors seeing 
patients in multiple hospitals but also in terms of ownership of hospitals. A large number (53 per cent) of the 


doctors, practice in multiple hospitals. The study could not capture the impact of this but it is a trend that needs to 
be studied further. 
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CHAPTER 3 


HUMAN RESOURCES 


HUMAN RESOURCES IN PRIVATE HOSPITALS 


The availability of trained Human Resources in a hospital determines timely care and services for patients and is an 
important measure of the standard of care. There are no clear written guidelines defining the number of human 
resources per size of hospital.There are, however, some minimum, essential requirements for registration of private 
hospitals under the BNHRA. These are: 
a. Qualified DMO( Duty Medical officers) is a registered medical practioner who works as a residential 
doctor at the hospital. 
b. Qualified nurse 
c. Incase maternity services are provided, midwife is essential. 
But the numbers are not stated as per the size of the hospitals. 


This chapter provides a glimpse into the inadequacy of human resources in these hospitals. 


3.1 Medical officers/DMO 

Duty medical officer is the resident doctor in the hospital. It was found that 54 per cent (141) of the hospitals do not 
have a DMO. Of the hospitals in the less developed district, 74 percent (23) of the hospitals do not have any 
DMO. Similar is the case in Mumbai where 71 per cent (32) of the hospitals do not have a DMO. In developed 
districts 46 per cent (86) of the hospitals do not have a DMO. The presence of DMO increases with size of 
hospitals, with the medium and large sized hospitals (>10 bedded) appointing a DMO, (Table 3.1, 3.2). With 
regard to qualification of the DMOs, we found that 18 per cent (21) of the hospitals had DMOs from allopathic 
system, rest all belong to other systems of medicine, mostly to Ayurvedic system. Of these, doctors from allopathic 
system of medicine, 20 of them were employed by hospitals in the developed districts and one by a Mumbai 
hospital. None of the hospitals in the less developed hospitals had a DMO from allopathic medicine. 14 of these 
allopaths were employed by hospitals with more than 11 beds. Strictly by law, all allopathic hospitals irrespective 
of the size have to employ a DMO from the Allopathic system (Table 3.3). 


The hospitals of the allopathic system are employing the DMO of other system of medicine to cut down on the cost. 
The increasing number of medical colleges does not support any argument for non-availability of doctors from the 
allopathic system. It is possible that there is a shortage of doctors seeking employment in in the less developed 
districts, but this cannot be the case in Mumbai where one finds these contraventions of the law. These are clear 
cases of the cross practices which is not allowed under the law. But with the shortage of qualified allopathic doctors 
especially in the less developed district, employing the qualified person may be from other system of medicine 1s 


better option than employing an unqualified staff. 


3,2 Status of resident doctor facilities in hospitals 
The above section clearly shows that DMOsare not being employed by hospitals. The hospital owners/in-charge 


play the role that is expected of DMO. All hospitals should have resident doctor facilities as they are all providing 
indoor patient facilities when they are admitting patients. This means that if a DMO is not employed then the x 
charge of the hospital should reside in the hospital premises. It was found that only 48 per cent ( 125) of the are 

in-charge reside in the premises of hospitals. Of the total hospitals in less developed di Sa re in A a cent “ the 
hospitals the hospital in-charge lived on the premises. This is not the case in 76 per cent (34) of the ospitals in 
Mumbai. This was uniform across the size of the hospital with the 21-30 bedded hospitals being an exception. 
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The earlier study c 
residing very close to the hospital. However, this study cl 
have the owners living in the hospital premises. Alarmin gly, | 
doctor to provide round-the-clock services. Neither the hospita : 
there is a DMO available at the hospital (Table 3.6). This is a serious matter as far as heal 


it means that in case of an emergency there is no doctor available. 


The status of Mumbai hospitals is a matter of grave concern. Nearly 75 per cent of the hospitals do not have a live- 
in hospital in-charge and 71 per cent do not have a DMO. In developed districts, 50 per cent of the hospitals do 
not have DMO and 50 per cent do not have in-charge living in the premise. The less developed districts 68 per cent 
hospitals have the owner living in the premise but 74 per cent do not have DMO. DMOs, wherever present are 


mostly from other systems of medicines. 


Le 


3.3 Nurses 
Under the BNHRA, it is compulsory for all hospitals to have qualified nurses. Only 25 per cent hospitals had 


qualified nurses, 53 per cent did not have any qualified nurse and 13 per cent had qualified as well as unqualified 
nurses. It is important to note that 9 per cent hospitals had no nurse at all. (Table 3.7) The total percentage of 
qualified staff is 36 per cent (455) in our sample (Table 3.8). 56 per cent (147) hospitals do not have a qualified 
nurse at all. The law only states that there should be a qualified nurse but does not prescribe the numbers per 
hospital. The draft rules under the BNHRA, 2006 prescribe three nurses for 0-10 bedded hospitals. 


In our study qualified nurses were ANM (Auxillary Nurse Midwife) or B.Sc (Bachelor of Science) Nursing. The 
average number of qualified nursing staff for each hospital was 1.7 nursing staff per hospital which is well below the 
minimum requirement in the BNHRA draft rules (Table 3.9). It was evident that the large hospitals recruited 
qualified nurses. 


The overall availability of qualified nurses was 1.7 per hospital but a closer look showed that this was as hi ghas 3.8 
per hospital in Mumbai, | per hospital in developed districts, and 0.6 in less developed districts (Table 3.9). 
However, the hospitals reported that they recruit unqualified nurses. The presence of these unqualified nurses could 
pose a threat to the patient safety and life. Hospitals reported that they provide in-house, on-the-job training to 
such nurses. This raises several questions about their capacity as none of these trainings are accredited and therefore 
quality of such training remains suspect. Most of these nurses were in hospitals of the developed districts. 


Table 3.9 : Availability of Nurses (Level of development) 


Area Qualified Average per Unqualified Average per 
Nurse hospital nurse hospital 

Developed District 262 l 633 3.4 

Less developed District 20 0.6 81 2.6 

Mumbai 173 3.8 109 2.4 


Total 455 1. 823 7 
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Table 3.10 : Availability of Nurses (Size of hospital) 


Bed Qualifed Average Per Unqualified Average per 
Nurses hospital nurses hospital 
Less than 5 22 0.5 67 15 
6 to 10 110 1.3 188 2.3 
ll to 15 116 1.6 247 3.4 
16 to 20 68 ST 203 52 
21 to 30 139 6.6 118 5.6 
Total 455 1.7 823 3.2 


The average availability of qualified staff as well as unqualified nursing staff increases with the size of hospitals. For 
21 -30 bedded hospitals, the availability of qualified staff is as high as 6.6 per hospital. But this is not in proportion 
with the actual requirement for the size of the hospital. In the absence of any prescribed norm it is difficult to 
comment. 


The picture is more or less clear and shows that the hospitals in the less developed and developed districts do not 
have qualified nursing staff. In comparison, Mumbai shows a better picture but the nursing staff here too are not in 
proportion to the number of beds. The patient ultimately suffers as the lack of qualified nursing staff would affect the 
quality of services negatively. 


In Maharashtra, there are 14 institutions providing degree courses in nursing and 118 institutions providing training 
for ANM and/or GNM.22 These are not able to fulfil the growing demand of the private health sector. This shortage 
of qualified nurses is an issue that has been raised at various platforms, but there have been no specific steps taken 
by the government to respond to it. In-house training cannot be accepted as a substitute as this training is not 
accredited and there are no norms for the same. For all purposes, they can be equated to untrained nurses. Some 


basic norms need to be set for such training and the government and hospital owners should come together on this. 


3.4 Midwives 

The recruitment of a midwife is an essential requirement under the BNHRA for maternity homes. However, of the 
146 hospitals providing maternity services, 11 have midwives. This highlights serious non compliance of the law. 
The total number of midwives in our sample is 16. 


3.5 Aayabais or ward boys | 

As per the law, hospitals must have either ayabais or ward boys. 14 per cent (37) of the hospitals do not have 
ayabais. 59 per cent (153) of the hospitals do not have ward boys. In this study 19 hospitals, do not have either. 
Again, the numbers available should be in proportion to the number of hospital beds. We found only about 4.06 


staff per hospital which is nowhere in proportion to the beds (Table 3.11). 
3.6 Other staff: 


i. Pharmacist 


Twenty-six hospitals have pharmacy shops and recruit pharmacists to man the shops. All pharmacists are in hospitals 


in developed districts. Of the 26 pharmacists, two are unqualified. It appears that hospitals that set up pharmacy 
shops are able to also recruit trained staff to run it. 
ee 
2 www.indiastat.com 
25 


¢ Private Health Sector in Maharash tra: A study of private hospitals Gp osensssecssscsssssssssssserssosssnsssonsenennern™ 


ii. Laboratory staff 


Some 33 per cent (85) of hospitals in our sample provide laboratory services. There are about 27 hospitals that 


have laboratories but do not have qualified staff to run it. Of the total sample of qualified staff in pig ie of 
hospitals of the developed districts, about 89 per cent (39) are DMLT qualified. One hospital boasted of a Pat 10 $ 
with a post graduate qualification. Most of the qualified laboratory staff are in hospitals of developed districts an 
in less than 15 bedded institutions. Similarly the 21-30 bedded hospitals (36 per cent) have laboratories with 
unqualified staff as compared to the smaller hospitals (Table 3.12-3.14). All these findings suggest that hospitals are 
providing these services to patients without the qualified staff to run the laboratories. 


iii. X-ray technicians . is 
In the study 106 (41 per cent) hospitals had X-ray facilities. Of these, 45 (43 per cent) did not have qualified 


technicians. Of the 60 hospitals that have the staff, 37 per cent (22) of unqualified to run an x-ray machine. 


A larger number of hospitals from less developed districts (58 per cent) had x-ray facilities than in developed 
district (36-38 per cent) and Mumbai. But only 28 per cent of hospital with X-ray facilities in the less developed 
districts had adequately trained staff. Developed districts have more qualified x-ray staff. Larger hospitals employ 
more qualified staff than smaller hospitals (Table 3.15-3.17). Hospitals in less developed district are more likely to 
have X-ray facilities but less likely to have trained staff . 


Summing up, the findings suggest a paucity of qualified staff in private hospitals. It is alarming that the basic staff 
that is essential for provision of care and mandated by the law too, like doctors, nurses and midwives are so poorly 
available across hospitals. The issue of unqualified nurses in private hospitals needs to be discussed and steps 
should be taken to streamline training of nurses. Even more alarming is the fact that additional services like laboratory 
and X-ray too are being provided by untrained staff. 
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CHAPTER 4 


STANDARDS OF CARE 
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STANDARDS OF CARE 


The standards of care may be directed towards structure, process or outcome. Structural standards apply to things 
such as human, financial and physical resources. Process standards apply to activities that constitute care, service 
or management. Outcome standards refer to the end results of care, clinical as well as non-clinical.** In the absence 
of minimum standards of care for 0-30 bedded private hospitals, we have looked at certain minimum standards 
that are essential for ensuring basic quality of care. The data collected on standards of care may not be extensive 
but is optimal based on earlier work done by CEHAT on the private health sector. 


This study has mostly looked at the structural aspects which includes functional plan in the form of separate space 
for each activity in the hospital, indoor staying facilities for patients, additional health services like O.T, ICU, 
ambulance services, record maintenance services and diagnostic services, basic facilities in the hospital in terms of 
infrastructure like toilets, water supply, lifts, ramps etc. In terms of process standards, availability of emergency 
services has been looked into. Some aspects of process standards in terms of information to patient, privacy, 
consent and grievance redressal have also been looked into. 


4.1 Provision of emergency services 

According to the Supreme Court, emergency services should not be denied to any body. The Supreme court 
observed that “Every doctor whether at the government hospital or otherwise has the professional obligation to 
extend his services with due expertise for protecting life.” This makes it mandatory for all hospitals - public and 
private- to make provisions for emergency care. So any hospital that does not provide these services is violating 
the Supreme Court judgement. 87 per cent (228) of the hospitals reported that they provide emergency care 
(Table 4.1). In terms of type of emergency care, 52 per cent (119) provide accidental, 62 per cent (142) said they 
provide medical care and 63 per cent (143) provide surgical care in an emergency (Table 4.2). The Satara study 
(1997) found that only 2 per cent of hospitals were providing emergency care. 


In developed districts, the most common type of emergency services provided 1s medical (64 per cent) followed by 
surgical (62 percent). In the less developed districts, the most common type of emergency service provided is for 
accidents. In Mumbai, the most common type of emergency service provided is surgical (Table 4.3). Accident 
cases are usually medico legal cases and the overall reluctance to registering such cases and getting involved could 
be one reason why hospitals may be reluctant to provide care in accidents. This is lowest in developed districts (48 
per cent) as compared to those in less developed districts (63 per cent) and Mumbai which is at (62 per cent). 
While medical emergency care is largely provided by large sized hospitals, the provision of accident and surgical 
emergency care shows an increase with the size of the hospital (Table 4.3). 


Hospitals, dealing with medical emergencies, would essentially require better-equipped facilities and an ICU facility, 
which only 27 per cent of hospitals have, and are mostly located in Mumbai and developed districts and are 


characteristics of large size hospitals. 


i i ined staff is a 
iliti ergencies, first aid should be provided, or at least ambulance and traine 
~ aif ieee AR PI he fact that only 40 per cent of hospitals 


t. Therefore, t 
must to shift the patient to a higher centre for further treatment". ®t , ly 40 
in less developed districts provide care in medical emergencies is borne out. Most hospitals in the less developed 
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districts do not have an ICU. On top of it, the ambulance services are totally absent at the less developed districts 


making the picture worse in this area. 


als was related to the steps being taken to handle emergency cases. 
hey quickly admit the patient and 72 percent (165) of the hospitals 
also said that they give immediate attention to the patients. The hospitals predominantly from developed districts 
reported that steps they take to handle emergency situations efficiently are quick admission and immediate attention 
by medical staff. About 54 per cent (124) hospitals claim that they provide round the clock (24 hours) emergency 
services. And the highest percentage of the hospitals in this category is from the less developed districts (Table 4.4). 


Another question that was posed to the hospit 
81 per cent( 184) of the hospitals reported that t 


When hospitals were asked whether or not their staff was trained in emergency services, only 56 per cent (130) of 
hospitals reported that they had staff trained to deal with emergency situations. This was highest amon gst hospitals 
in less developed districts and lowest in Mumbai (Table 4.5). The 21-30 bedded hospitals reported having largest 
number of trained staff for dealing with emergency services (Table 4.6). They further reported that the staff was 
trained by doctors of the hospitals. What was alarming was that only one 21-30 bedded hospital located in the 


developed district has staff trained for CPR. 


Overall, it is evident that emergency care may be in the hands of unqualified/ untrained staff as only 56 per cent of 
the hospitals said that they have trained staff. Even where trained staff is available they are trained in-house. This 
raises question about what hospitals really define as “emergency care’ when an overwhelming 87 per cent state 
that they do provide these services. Further, there are about 50 per cent of the hospitals which are not providing 
round the clock services for emergency. Only 23 per cent (61) of the hospitals have a emergency or casualty room. 
It therefore depicts a sorry picture as far as quality of emergency services is concerned. A critical aspect of care 
mandated by law is not being well implemented. 


4.2 Infrastructure in hospitals 

This section provides information related to the various options given by hospitals to patients with regard to the 
staying arrangement after admission, like rooms/wards. Along with this, it is important to look at the layout or 
functional plan of the hospital and the physical infrastructure like toilets, drinkin g water, ramp like facilities provided 
to the patient. We also look at some additional services provided at the hospital like diagnostic services, ICU and 


ambulance. This information is very important for a patient as he/she is paying for all this indirectly as a part of the 
treatment package. 


i. Indoor facilities 
The kind of indoor facility available at the hospital is dependent on the level of development and size of the hospital. 
The availability of separate wards for men/women and general wards increases with the size of hospitals and level 


of development. 61 per cent of the hospitals in less developed districts had common wards as compared to 51-57 
per cent in Mumbai and Developed districts. 


Small hospitals are more likely to have common wards (73 per cent in less than 5 beds) than separate wards. In 
fact, majority of over 15 bedded hospitals have an equal proportion of separate and common wards (Table 4 7 

+) - Similarly, availability of general/ semi special/special and deluxe rooms increases as the level of development 
increases and as the number of beds increases in the hospital (Table 4.9, 4.10). With regard to semi special and 
special bigety aie s facilities are largely provided by hospitals in Mumbai and in developed districts. These rooms 
provide better facilities in terms of a/c, attached toilet, etc in addition to the usual facilities in the el rooms 

They are expensive and so are available only in areas where patients can pay. They mainly attract patients Son 
middle and higher income groups. As the number of services and size of hospitals increases, the need to have 
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separate wards is evidently based on the requirement of services like maternity services that require separate 
female wards. 


ii. Physical infrastructure available in the hospital 

Ideally, all hospitals should follow a functional plan which means that there should be space for a separate record 
room, nursing station, treatment and dressing room, casualty/emergency room. This helps in better management of 
space and ensures smooth working of the hospital. It also aids in quick services to the patient. The availability of 


infrastructure like operation theatre, ICU, ambulance and diagnostic services helps us analyse the variety of services 
available to patients under one roof. 


m Thereisno functional plan followed among the hospitals whether they are from the developed district or less 
developed districts. However, astonishingly the lowest among all is Mumbai. One of the often-quoted reasons 
is the property rates in Mumbai, which are phenomenally high. Most Mumbai hospitals scored poorly in terms 
of following a functional plan in their hospitals (Table 4.11). 


= Amongst the various facilities, the availability of diagnostic services at hospitals like X-ray facilities (58 per 
cent) and laboratory services (42 per cent) is higher in less developed regions than in others. On the other 
hand, the availability of ICU services are comparatively higher in developed districts (30 per cent) and Mumbai 
(24 per cent) as compared to hospitals in less developed districts (17 per cent). With regard to size of the 
hospitals, the availability of all these facilities is higher in larger hospitals (Table 4.11). The availability is dependent 
not so much on the need but on the paying capacity of patients and the viability of providing such services. 
Except for less developed districts where independent/separate X- ray and laboratory facilities are less in 
number, it can be said that making these available within the hospital could ensure better access. As all the cost 
is borne by the patient, the possibility of over prescription for use of some of these facilities as they are housed 
in the hospitals itself cannot be ruled out. The absence of laboratory and X ray facilities in hospitals in developed 
districts and Mumbai indicates that patients are referred outside for these needs. The existence of cut practice 
has been documented well in other studies. 


= The overall availability of ambulance services is only 5 percent. Nota single hospital in less developed districts 
had one. This region has poor access owing to less number of health facilities. Therefore, an ambulance is 
critical for ensuring quick referrals. Several hospitals in developed districts have ambulance facility. 


iii. Basic facilities | 

Most hospitals across the regions and size had facilities like refrigerators (89 per cent), telephone lines (99 per 
cent), continuous water supply (97 per cent) and toilets (100 per cent). Developed districts more commonly had 
continuous electricity supply than less developed districts. Therefore, the hospitals from less developed districts are 


more dependent on inverters and generators. (Table 4.12) 


All hospitals are required to have a ramp and all those on the first floor and above should have a lift or ramp for the 
convenience of patients. The study showed that only 14 per cent hospitals had such ramps. While 161 (62 per 
cent) hospitals were located on the first floor only 19 percent had a lift. (Table 4.13) 
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MATERNITY HEALTH SERVICES 


A large number of private hospitals provide maternity services. Of the total 261 hospitals in the sample, 146 


provided maternity care. 


In terms of services, all the 146 hospitals provide indoor services, most of them (66 per cent) are less than 
15 bedded, with 13 per cent being less than 5 bedded hospitals. Most of them 97 per cent (141) provide the 
entire gamut of antenatal services, however only 77 per cent (109) of them give an ANC card to the patient 
which is an important record to be maintained. Tests for Hb, HIV and urine investigations are advised by all 


maternity homes. 


In terms of care, we found that 25 hospitals do not have a labour room, 32 did not have a delivery table for 
lithotomy position, 67 do not have a trolley for instruments and 48 did not have a tap with a handle which is 
required in a labour room. We also found that seven hospitals do not provide Caesarean sections but refer 
such patients to other hospitals. Of the 139 hospitals that provide C-Section, 60 per cent of them have a 
doctor in their own hospital providing it. The rest either refer patients to another hospital which is situated 
within a radius of 2 km or call aconsultant who reaches the hospital within 30 minutes. Only 3 hospitals have 
an authorized blood bank and 7 maternity hospitals have blood storage centres. Only 8 maternity homes have 
ambulance services. 


In terms of adherence to other laws, of 44 per cent (64) of the maternity homes that had the USG 
(ultrasonography) facility in their hospital 5 were not registered under the PCPNDT Act and 14 maternity 
homes did not display the signboard ‘sex determination is not carried out here’ which is mandatory by law. 
A large number 58 per cent (85) of the maternity homes are registered under the MTP act which means that 
they definitely provide abortion services too. 


4.3 Adherence to existing laws governing private hospitals (Biomedical Waste Management and Universal 
Guidelines for HIV/AIDS) 


Biomedical waste management 

It is compulsory for all hospitals to follow the BMW (Biomedical waste management and handling) Act. It is for 
regulation of disposal of biomedical waste and lays down the procedures for collection, treatment and disposal of 
biomedical waste. The biomedical waste (management and handling) rules, 1998 contains rules for classification 
the colour coding used for various types of waste storage and various methods for disposal of waste. It is anplicalie 


all over India and all those who handle biomedical waste come under its purview. As all these hospitals handle 
biomedical waste they are covered by the law. 


Of the 261 hospitals, 89 per cent (231) of the hospitals are registered under Bio-Medical Waste Management and 
Handling Rules, 1998. 96 per cent (43) of the hospitals in Mumbai and 89 per cent (165) of the hospitals from the 
developed districts are registered under this Act. 23 per cent of the hospitals in less developed districts are not 
registered under this. The registration is also higher for the larger hospitals (Table 4.14). It indicates that implementatio 

is best in Mumbai followed by developed districts. According to the BMW rules, all the hospitals s ould se 
the waste by followin g the colour coding. Out of total hospitals which are registered under this Act a 18 tee 
(47) of the hospitals are not segregating the waste according to the colour coding and most i ia Hs nie 
developed districts. A higher percentage of hospitals from the developed districts segregated Oni. 


than did hospitals in less developed districts. Similar] i 
ae: y, ahigher percentage of the 1 ; 
waste in different categories than small sized hospitals. (Table 4.15) ° mains nah gies 
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The BMW rules spell out that hospitals should dispose different categories of waste in different coloured polythene 

77 percent (163) hospitals used the method of colour coding for segregation followed by 19 per cent (41) who 
adopted the method of segregating wet and dry waste. All hospitals in Mumbai adopted the colour coding method 
for segregation of waste. However, in the less developed districts, only 43 per cent of the hospitals registered under 
the Act follow the colour coding method for segregation of waste. Again, the data suggest that colour coding as a 


re i tial waste is adopted mostly by large and medium sized hospitals than the small sized ones 
able 4.16). 


This shows that hospitals from less developed districts are not following the BMW rules properly whether in term 
of registration under this act, segregation of waste or using the colour coding method for waste segregation as 
mandated by the law. Similarly, small hospitals too do not follow the provisions of the Act properly. It is evident that 
Mumbai based hospitals fare the best. There is clear need for creating awareness about the law in rest of Maharashtra 
especially the less developed districts. The BMC is implementing this more stringently in Mumbai than have local 
bodies in other districts. In fact the BMC has trained all staff and also developed a manual on the subject. 


Universal guidelines on HIV/AIDS prevention 

HIV testing carried out on a voluntary basis with appropriate pre-test and post-test counselling is considered to be 
a better strategy and is in line with the WHO guidelines on HIV testing. Amongst all the 261 hospitals, only 4 per 
cent (10) of the hospitals reported they do not ask their patients to get HIV testing done on a routine basis. 
However, the reason that they cited for HIV tests makes it clear that this is just a ‘politically correct’ response. 


Hospitals reported that they advised HIV tests for following reasons: 
i. As part of ANC, which is highest in Mumbai 69 per cent( ol); 
ii. Depending on the clinical situation of the patient which is highest in less developed districts 74 per 
cent( 23). 
iii Compulsory testing for all operative patients in 41 per cent( 106) of all hospitals. 
iv. In Mumbai, 31 per cent (14) of the hospitals are going for the compulsory HIV testing for all their 


patients. 
(Table 4.17) 


HIV testing carried out on a voluntary basis with appropriate pre-test and post-test counselling is considered to be 
a better strategy and is in line with the WHO guidelines on HIV testing. In our study, we find that only 57 per cent 
(144) of the hospitals take the consent for HIV testing and the highest consent taking is in the less developed district 
86 per cent (25) hospitals. Rest of the hospitals either do not take consent at all or do so sometimes.(Table 4. / 8) 
_ Therefore, they are violating the universal norms. The hospitals need to understand the importance of counselling 
associated with the HIV testing. Lot of doubts are associated with the word HIV and counselling help in removing 
these doubts and help in developing the trust between the doctor and patient. 69 per cent (173) of the hospitals 
reported that they provide counselling before HIV testing, which is highest in the less developed districts (76 per 
cent) (Table 4.19). In 72 per cent (182) of the hospitals, the information/counselling is given after the HIV /AIDS 
test and 79 per cent (35) of Mumbai hospitals top the list. (T able 4.20). 91 per cent (229) of the hospitals give the 


report of the HIV/AIDS test to the patients. (Table 4.21) 


ous HIV testing by hospitals where they are compulsorily testing all ANC and 
dand is also gross violation of Universal Guidelines for Prevention of HIV/ 


riminately without informed consent. This raises a lot of doubt about what 
Counselling when something 1s made 


The findings clearly highlight injudici 
operative patents which is not require 
AIDS. Testing is also being done indisc : | 
hospitals understand when they state that they are counselling patients. 
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aning. The data indicates gross violation of the Guidelines and calls 


i V/AIDS, the 
for better awareness about the issue. Many resources are being ee on ipa: wee a es = ie mae 
ideli itis evident that doctors of private 
Universal guidelines too have been popularised but it 1s Evie pil ! , 
this ae There have also been media reports of denial of health care to HIV positive patients by private 


hospitals. 


compulsory, or consent is not taken has little me 


4.4 Medical records 


There are certain medical records that are very essential for the patient as well as doctors and the hospitals should 


share this information with the patient. This includes the information of the patients, birth and death records and 
records of certain calculations in accordance with the national health goals. The Table-4.22 summarises the information 
about those records, which hospitals should maintain. Our findings of the study highlight that less developed district 
hospitals have better medical records maintenance with respect to OPD and IPD papers, investi gation reports, file 
of every patient as compared to developed district. Mumbai hospitals have better record keeping in term of 
discharge papers, bill to the patient, OT and anaesthesia records. The hospitals with more number of the beds 
have better record maintenance as compared to small bed sized hospitals. 85 per cent of the hospitals do not keep 
record of notifiable diseases, 68 per cent do not maintain records fro communicable diseases and 54 per cent do 
not maintain records of medicolegal cases. 


Table 4.22 : Information on Medical Records maintenance in the hospitals 


Somes ee ee ee ee eee 


Maintain records Frequency Less developed Developed Mumbai 
at hospitals district district 

OPD Paper 214 (82%) 30 (97%) 146 (79%) 38 (84%) 
IPD Paper 246 (94%) 31 (100%) 173 (93%) 42 (93%) 
Investigation reports 194 (74%) 29 (93%) 125 (68%) 40 (89%) 
Discharge papers 197 (75%) 27 (87%) 130 (70%) 40 (89%) 
Bill of every patient 173 (66%) 20 (64%) 116 (63%) 37 (82%) 
File of each patient 148 (57%) 24 (77%) 95 (51%) 29 (64%) 
OT records 205 (78%) 18 (58%) 146 (79%) 41 (91%) 
Anesthesia records 182 (70%) 15 (48%) 130 (70%) 37 (82%) 


The hospitals have certain responsibility towards national health goals and record maintenance is required for that 
purpose. However, our study finds that it is not as good as records kept by the hospitals as seen in above table. 


Hospitals located in developed districts and Mumbai fare better in keeping records of birth and death as compared 
to less developed districts. 


The only exception is in birth records, which are maintained largely by 6-10 bedded hospitals and these are mostly 
maternity homes. (Table 4.23, 4.24) Among those who maintain the records, it is highest among the developed 
districts and big hospitals. The BNHRA mandates that the birth and death records should be maintained. It ig very 
clear that records, which are not mandated by law and not required by the hospital directly, are poorly maintained 
For those hospitals which don't provide these records, there should be pressure from the demand side. | 


The system of record maintenance should be patient friendly and easy to retrieve. Hospitals use various systems for 
maintenance of records. Most common systems of maintaining the records are registers (56 per cent) and paper 
(24 per cent). Computer as a system of maintaining the records is used only in 8 per cent of hospitals. However 


4 (www.bio-medicine.org/.../Denial- 


stories/2007061455510300.htm on 18\08\09) 
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to ae 
a ney Sagan separate files of the patients, which are easier to manage. The digital maintenance of 
; is easier to maintain, transfer and update, is low a 
> : mong the hospital owners. So, over all a pati 
friendly record maintenance system is lacking in hospitals (Table 4.25). ; 2 ps 


The hospitals have a responsibility to provide information and share documents with patients in addition to maintainin 

their records. The study found that hospitals scored poorly on this front. One fourth of the hospitals do not give on 
papers even on request, and half of them do not give OPD papers. About 9 per cent do not give discharge papers 
One fourth of the hospitals do not maintain a file for the patients (Table 4.26). gh: 


4.5 Display/provide details about various services provided 

It is the n ght of the consumer to know the types of services given by the hospital, though none of the existing acts 
make this mandatory. It is the first step towards better communication from private health providers. The following 
graph shows whether or not hospitals display information about the types of services provided by them. We found 
that larger hospitals display services more commonly than the smaller hospitals (Table 4.27). 


Display of services provided by hospitals (N=261) 


™ No © Some of the services 


Developed districts Less developed Mumbai 
districts 

Hospitals that reported that they do display information do so through various means like board, pamphlets, 
brochure etc. Most hospitals are displaying the services in the form of display board. The law must make provisions 
where it makes it mandatory for every hospital to display the services provided by the hospital along with the cost 
of each service provided. The means of communication can be different; the information provided should be in the 
language which the patients can comprehend easily. Only 37 per cent (97) of the hospitals provide information 
about the services available at the hospital. In most of the hospitals, this is done by para-medical staff. 


The most common procedure for the admission in the hospitals is by filling the admission forms. 84 per cent (155) 
of the hospitals from the developed districts are using the admission form. Besides admission form, 22 per cent 
(10) of the hospitals from Mumbai keep record in the register or paper and 13 per cent (4) of the hospitals from the 
less developed districts use card for admission. (Table 4.28) For filling the form, some form of assistance 1s 


required. There is no one designated for doing this job. Anyone from the doctors, nurse, paramedical staff or 


receptionist does it. In the developed districts, in 56 per cent (103) hospitals, staff nurse on duty helps in the 
admission procedure. The clinical staff should not assist, instead there should be a receptionist to help in the 
admission process. (Table 4.29) In large hospitals, there is separate staff assi gned to assist patients at the time of 


admission. But in small hospitals the care giving staff also performs the admission procedure. Multi-tasking by the 
staff in small hospitals, may result in neither work being done properly. Therefore, there should be separate staff for 


administrative and medical services. (Table 4.30) 
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i i inati tients 
4.6 Privacy and comfort during the examination of pa ent : 
As es MCI code of medical ethics, privacy and confident ality are the foremost rights of any patient, but not all 


the hospitals are respecting it. Nine hospitals (3 per cent) reported that they do not provide any ie of sano He 
stated that there is no need to provide the same. Most hospitals provide privacy in the form o pees € : 
followed by screen, audiovisual privacy. While separate rooms are available in hospitals of develope istricts an 
Mumbai, hospitals in less developed districts provide a screen if separate rooms are not available. A separate room 
for privacy is most common in larger hospitals as compared to the smaller ones (Table 4.31). 


Another parameter is the presence of female staff if a male doctor is examining a female patient. The study hi gh ghted 
that 6 per cent (16) of the hospitals across regions do not have a woman doctor/nurse available during examination 
of female patients by male doctors. Nine hospitals did not respond to this question and four reported that they do 
so sometimes. It was surprising to find that 21-30 bedded hospitals are not respecting this. In the context of several 
cases of sexual harassment by doctors as reported by women patients, this is inexcusable (Table 4.32, 33). 


It is the responsibility of hospitals to ensure audio-visual privacy for its patients and presence of a female if a male 
doctor is examining a female patient. It is left to individual doctors to decide upon how seriously they want to 
practce this. These are essential components of good ethical practice and should be demanded for by patients. This 
is one of the components of the Charter of Patients’ Rights that has been proposed in the Draft Rules under the 
BNHRA, 2005 but has not been implemented. 


4.7 Grievance redressal mechanism- 
The GoM's recent ordinance (March, 2009) makes assault on doctors a non-bailable offence. This ordinance calls 
for all health establishments to set up mechanism for responding to grievances/medical negligence/problems with 
management and to aid and advice the patient. 
In the current study: 
¢ Nearly 62 percent (161) of the hospitals reported that they have some grievance handling mechanism. 
e Fifteen hospitals had a designated person to look into grievances of patients and these are large sized 
hospitals. 
¢ About 81 percent (130) of the grievance handling mechanism is in the form of complaints registered with 
the doctor. There is no independent mechanism for handling grievances against the owner-doctor. 
* 9percent (15) of the hospitals display the information about the contacts of the concerned person. The 
large bedded hospitals provide more choices for the grievance redressal mechanism as well as seek feedback 
as compared to smaller hospitals. (Table- 4.34- 4.37) 


In a grievance handling mechanism, the response time is very important as most the grievances are of immediate 
nature. Out of all hospitals which are providing the grievance handling mechanism, about 70 per cent per cent (101) 
of the hospitals handle the grievance immediately or within 5-15 minutes. The hospitals in the less developed 
districts and smaller hospitals give immediate attention to grievances as compared to hospitals from developed 


region and bigger hospitals. Those hospitals that are providing services and charging for it should have a grievance 
handling mechanism in place. 


However, the mechanism to handle grievances is weak in the private healthcare sector. The patient is not provided 
a forum which he/she can immediately approach for her grievances, leading to more confusion and chaos, especially 
in an emergency. This is one of the major reasons for the strain in the doctor-patient relationship leading to an 
increase in assaults on practitioners, hospital property and staff. The findings related to the absence of an independent 


grievance redressal mechanism assumes significance in the context of the ordinance passed by the GoM for the 
protection of doctors.*° 
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4.8 Gross violation of patients' rights in the private health sector 

The MCI code of medical ethics, and Draft Rules under the BNHRA 2005 (available on the Maharashtra Government 
website), awaiting the approval of the Health Minister, and other legal provisions confer some obligations on 
doctors vis-a-vis their patients. The BNHRA draft rules include a section on the Standard Charter of Patients’ 
Rights. In the following section, we have highlighted the current status of private hospitals on certain patients’ nghts 
which have been included in these legal provisions and draft rules. This gives an idea about the gap that will ive to 
be bridged when these draft rules are approved and become operational and other legal provisions are seriously 


enforced. The BNHRA draft rules were available on http://mahaarogya.gov.in/actsrules/nursing/ 
BombayNursingHome.pdf till January 2009. 


Right to emergency treatment: As per a Supreme 
Court Directive, a Patient should get emergency 
treatment irrespective of any legal or financial 
considerations. 


Approximately 87 per cent of the hospitals 
reported that they provided some form of 
emergency-medical/ surgical/ accidental care. 

o Themostcommonly provided emergency services 
are for medical and surgical emergencies. (~62 
per cent) 

o Forty nine percent (130) of the hospitals reported 
that they have staff trained to deal with emergency 
situations. This was the highest amongst hospitals 
in less developed districts and lowest in Mumbai. 

o Only one hospital with 21-30 beds located in a 

developed district has staff trained for 

Cardiopulmonary Resuscitation. 


Right to information: As per the draft rules, the 
patient or a designated representative should be 
provided with the necessary information about the 
likely cause of the illness, the investigations & 
treatment being planned, its cost, expected outcomes 
including likely complications, alternatives available 
and consequences of not taking treatment. The patient 
should have access to his/her clinical records at all 
times. On admission, the patient shall be informed 
about the treating doctor, rules and regulations of the 
nursing home, and approximate expenses that would 
be incurred. At the time of discharge the patient should 
get a discharge card containing the summary of clinical 
findings, investigations, diagnosis, treatment, state of 
his/her health at the time of discharge and follow-up 
of examination. 


Right to confidentiality: The MCI code of medical 
ethics mandates that all the records of patients must 
be kept restricted to only the team treating the patient. 
This information can be disclosed to any person only 
with the patient's consent. 
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Only 37 per cent (97) of the hospitals provide 
information about services available at the hospital. 
In most hospitals, it is done by para medical staff. 


One fourth of the hospitals do not give IPD papers 
even on request, and half of them do not give 
OPD papers. 

About 9 per cent do not give discharge papers. 
One fourth of the hospitals do not maintain a file 
for the patients. 


Nine hospitals (3 per cent) reported that they do 
not provide any type of privacy and stated that 
that there is no need to provide the same. 

About 16 hospitals (6 per cent) do not have any 
female present during the examination of female 
patients by male doctors. 
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o Nearly 62 percent (161) of the hospitals reported 
that they have some grievance handling 
mechanism. 

o Fifteen hospitals had a designated person to look 
into the grievances of patients and these are large 
sized hospitals. 

o About 80 percent (130) of the gnevance handling 
mechanism is in the form of complaints registered 

with the doctor. There is no independent 

mechanism for handling grievances against the 
owner-doctor. 


Right to seek redressal: The GoM's recent 
ordinance makes it mandatory for health facilities to 
set up mechanisms for the redress of patients’ 
grievances. Every nursing home should display the 
information on such competent authontty prominently. 


o 13 percent of hospitals indulge in compulsory 
testing for HIV. 

o 50 percent conduct HIV test compulsorily for all 
operative patients and those seeking ANC. 

o Hospitals reported taking consent as well as 

provision of pre and post test counselling. 


In case of a HIV +ve patient: As per the draft 
rules, no person suffering from HIV should be denied 
care only on the basis of the HIV positive status. Not 
having a Voluntary Testing and Counselling Centre 
cannot become a ground to refuse care. For 
management of patient who is HIV positive, the nursing 
home would follow guidelines circulated from time to 
time by the NACO (National AIDS Control 
Organization) 


Summing up, the findings of this study show that private hospitals show a poor performance when it comes to 
adhering to certain minimum standards of care. The earlier chapter highlights the gross inadequacy in terms of 
availability of qualified human resources in the private hospitals. In this chapter, we find that quality of emergency 
care is provided by all hospitals is suspect, there is violation of Universal Guidelines for HIV/AIDS is rampant, 
maintenance of medical records is poor, information given to patients is even worse. Lastly the grievance redressal 
mechanisms are almost absent. This is a serious cause of concern. In the absence of any Law that has enshrined 


“Patients Rights", it is difficult for patients to demand certain basic information or even perceive certain denial as 
‘violation of right’. 
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CHAPTER 5 


CURRENT LEGISLATION 


ACCREDITATION 
PERCEPTIONS AMONGST HOSPITAL OWNERS 


PERCEPTIONS ABOUT CURRENT LEGISLATION AND ACCREDITATION 


The study explored awareness amongst owners of private hospitals about the BNHRA provisions and their opinions 
on it. As registration of private hospitals under this law is compulsory in the state, the opinions of hospital owners 
about the minimum requirements under the law, their perceptions with regard to compulsory registration, their 
problems if any with registration would provide some insight into the reasons for poor implementation as well as 
review of the law. It is important to know if they agree with what they are expected to comply with. In addition to 
this, their knowledge about accreditation and views about the same were also explored. 


BNHRA and hospital owners: 

The Bombay Nursing Home Registration Act is for the registration of private hospitals in Maharashtra. The Act 
was made in 1949 and was applicable only to Mumbai city. Later it was amended and made applicable to four 
districts of the state namely Mumbai, Nagpur, Pune and Solapur. Further through an amendment in 2005, it was 
made applicable to the entire state of Maharashtra. Even during field work which was two years after the amendment, 
we encountered several problems as districts did not have a list of hospitals. As mentioned earlier, we did not get 
any comprehensive list of hospitals from health departments of the districts. 


5.1 Awareness and registration under the act 

The awareness about the law amongst hospital owners is a prerequisite for proper understanding of the requirements 
and its implementation. Only 76 per cent (199) of the hospital owners were fully aware and 11 per cent (29) were 
partially aware about the BNHRA. The awareness about the Act was highest among the owners in Mumbai, 93 
per cent (43), (both full and partially aware). This may be because the Act has been implemented in the city for 
many more years. 13 per cent (33) of the owners were not aware about the Act and most of them were located in 
the developed districts. (Table 5.1) Of the total number of hospitals, 197 were registered under the BNHRA and 
16 hospitals had applied for registration and were in the process of getting their registration. While 228 hospitals 
were fully or partially aware of the law, only 197 were registered under it. Interestingly, 31 hospitals that had some 
knowledge of the BNHRA were not registered. (Table 5.2) 


5.2 Opinions about registration and its minimum requirements 

An overwhelmingly high number of hospital owners, 89 per cent (231) felt that registration was necessary (Table 
5.3). This number is higher than the hospitals who have actually registered and those who are aware of the law. The 
hospitals that opined that registration is not necessary were mostly located in less developed districts and were 
small size hospitals, clearly indicating a trend that larger hospitals are more likely to favour regi stration. Almost 50 
per cent of the hospital owners said that registration was necessary as it would stop illegal practices and bring in 
discipline in the sector. The highest percentage (69 per cent) is from Mumbai and is evenly distributed across 
different bed sized hospitals. About 34 per cent of the hospitals say that registration will bring in standardi sation res 
uniformity in practice, which indicates concern about improving care in the private health sector. This group nw e 
highest percentage from less developed districts (42 per cent) and across all bed sizes. Another a ” rene : 
hospitals opined that it is a government procedure and has to be followed. Only 4 hospitals stated that it will help 


in the enlisting of the hospitals (Table 5.4). 


Why do hospital owners feel that registration 1s unnecessary? Twenty-seven hospital owners said that ms er 
was not necessary. (Table 5.5) One opinion that emerged was that if they are registered as doctors with medica 
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for registration under this Act. The other opinion was 


ir local authorities, there was no need 7 
cae too much paper work and corruption. 


related to problems with the BNHRA registration process, 


5.3 Minimum requirements under the act ce 
There are certain minimum requirements under the BNHRA that a hospital is expected to adhere to in order to get 


registration under the Law. The opinions about the minimum requirements and compliance to the se are eee 
to understand. The hospital owners were asked if they know about the minimum requirements but were no iF = 
to actually state them. Only 62 per cent (141) of the hospital owners reported that they were fully aware of the 
minimum requirements of BNHRA and 15 percent (35) of the hospital owners were partially aware. The awareness 
about the minimum requirements was highest amongst hospitals in Mumbai and lowest amon gst those in developed 
districts. The large and medium sized hospitals are more likely to be aware about the minimum requirements of the 
Act as compared to small sized hospitals. This highlights the fact that 21 hospitals (10 per cent of those registered) 
were registered without having any knowledge of the minimum requirements under the Act (Tables 5.6, 5.7). 


Further to this, they were asked if they agreed with these minimum requirements. 67 per cent (118) of them said 
that they agree with the minimum requirements of the Act and about 26.7 per cent (47) partially agree. A large 
number of hospital owners from less developed districts agree with these. However, only 59 per cent of the 
hospitals in Mumbai agree with these minimum requirements (Table 5.8). The hospital owners were asked to cite 
reasons for their agreement with the minimum requirements under the Act. Almost 55 per cent (96) of hospital 
owners said that they agree with the Act because it is perfect in its present form. Another18 per cent (32) of the 
hospital owners said that they agree to most provisions except the one related to human resources as they face 
huge shortage of staff. This was reported mainly by hospitals in developed and less developed districts and especially 
the smaller hospitals. Another 21 hospitals feel that the act is not appropriate for small hospitals and 14 have stated 
that the minimum requirements should be as per the size and specialisation of the hospital. It was heartening to 
know that 11 hospitals stated that they agree with the minimum requirements because adherence to these ensures 
patients’ benefit (Tables 5.9, 5.10). 


The hospitals were asked whether they see any problem in enforcement of the minimum requirements under the 
Act. 44 per cent (78) of the hospitals expressed that this would create serious problems for hospitals like increase 
in cost, acquiring qualified staff and huge salaries, which could also mean closing down of the hospitals. (Table 
5.11) This was the opinion of medium sized hospitals located in less developed and developed districts. 22 per cent 
(39) felt that there could be procedural problems like bribery, corruption, etc and these were mainly from Mumbai 
and large sized hospitals. Surprisingly, 30 per cent (53) felt that they do not see any problem in enforcement, and 
these are mainly located in Mumbai and developed districts. (Tables 5. 12) 


A large number of doctors do not agree with the Act or have problems with it. In a scenario where the monitoring 
mechanism is weak, there is hardly any chance that they would adhere to these minimum norms. About half of the 
hospitals especially from the developed areas and bi gger hospitals have no objection to the act. Whereas some 


small size hospitals located in less developed areas are struggling with infrastructure problems especially human 
resources. 


From the above discussion it is clear that the hospitals agree with the requirements and the Act but certain provisions 
clash with the ground realities. There is shortage of qualified staff and one of the preconditions for the registration 
is qualified staff in proportion to number of beds in the hospital. Similarly, the small hospitals or the hospitals in less 
developed region may have certain limitations regarding registration of their facilities. 
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5.4 Compliance to minimum requirements under the law: 


The study was conducted by CEHAT in 2007, two years after the amendment. The following section presents the 
practices of hospitals registered under the law to minimum norms as mandated by the law. For this, acomparison 
between private hospitals registered (75 per cent) and those not registered (25 per cent) was drawn with regard to 
minimum requirements such as registration and display of registration, requirements of human resources and 
maintenance of birth and death records. The registration is highest in Mumbai (93 per cent), followed by developed 
districts (72 per cent) and then the less developed districts (68 per cent) (Table 5.13). The possible reason can be 
that the BNHRA is in place in Mumbai since 1949. Due to a long duration of implementation of the act, the 
awareness levels as well as implementation may be better in Mumbai. Again it is evident that implementation has 
been faster in less developed districts despite the fact they are in the periphery. This could be due to the fact that 
hospitals in less developed districts are less in number and so the pressure to abide by law may be higher. 


Poor attainment to minimum requirements under the BNHRA 
Display of registration number 
Only 22.3 per cent of the registered hospitals displayed their registration number. 
Human resources: "Qualified doctor, qualified nurse for each hospital and midwife in case 
of maternity home" 
Only 45 per cent of registered hospitals had a qualified DMO. 
The availability of qualified nurse in registered hospitals is 2 per hospital which is much 


below the actual requirement. 

Unqualified nurses are present in registered as well as unregistered hospitals. 

Of the 146 hospitals providing maternity services, only 11 had midwives. 
Registration and maintenance of birth and death records: \n terms of maintenance of records, 
no difference was found between the hospitals that are registered and those not registered. The 


registration of facilities does not ensure the proper maintenance of records. 
(Table 5.14-5.18). 


It can be concluded that registered facilities are not complying with minimum requirements under the law and this 
raises several concerns about the basis for registering these facilities and lack of monitoring of these hospitals post 
registration. It also gives us an idea of the gap that will have to be bridged when the rules are approved and become 


operational. 


Registration of hospitals and infrastructure and facilities in the hospital ! 

In addition to these minimum requirements, comparison between registered and non-registered hospitals with 
regard to other parameters was done. Ideally, all the hospitals should follow a functional plan in terms of space for 
a separate record room, nursing station, treatment and dressing room, casualty/emergency room. This helps in 
better management of space and ensures smooth working of the hospital. It also aids in providing quick Services to 
the patient. The availability of infrastructure like operation theatre, ICU, ambulance and diagnostic services helps 


us analyze the variety of services available to patients under one roof. 


Itis important to look at the other infrastructure and services provided by the hospitals which are sey ee 
the BNHRA and compare it with those that are not registered under the Act. The study highli ghts aa t Ps . me , 
any difference in the infrastructure and services provided by hospitals that are registered ed or: t vs 0 pei 
registered. In fact at some places in terms of qualified staff for laboratory (78 per i vai aiiek - 
registered) (Table 5.19) and X-ray (61 per cent-registered, 78 per cent -non registere A a : ‘ ; ae mas 6 
ambulance (5 per cent-registered, 6-non registered per cent) (Table 5.21) - the unregister p 


better picture. 
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availability of ultrasonography machine (34.5 per cent- 


registered, 14 per cent-non registered), (Table 5.22), provision of emergency eee (91 ee ee ie 
per cent-non registered ) (Table 5.23) and registration under the BMW Act whic are mor Bas fishies 
by registered hospitals as compared to the other services. The difference in these ae : eae ai by 
compared to the difference in other services provided by registered and non registere ospitals. oo 
factor about the above services is that they are covered under some other legi slati ve measures Or Act and not the 
BNHRA. USG machine has to be registered under the PCPNDT Act. There 1s a Supreme Court judgement on 
emergency services which states a hospital cannot refuse emergency treatment to any person. So, a more striking 
difference is visible here as compared to other services between registered and non registered hospitals. 


The areas where some clear difference is visible are the 


Among the non registered hospitals, 22 per cent are rented and 78 per cent are housed in self-owned building 
which is in contrast to the registered hospitals which are mostly housed in self-owned building. (Table 5.24) 


The data clearly shows a trend that it is not registration undes the BNHRA that determines the kind of services/ 
infrastructure or compliance to minimum requirements but the markets. Within each region whether itis Mumbai, 
developed districts or less developed districts, hospitals show similar trends with respect to standards and other 


characteristics. 


5.5 Emerging issues 
As the BNHRA is compulsory, the fact that 25 per cent of hospital owners in Maharashtra are not aware of it 


reflects the apathetic attitude of the medical profession, especially in the developed and less developed districts. 
While in Mumbai the picture appears good, the fact that one hospital owner was unaware about the Act, indicates 
that even private hospitals located in Mumbai may not be aware of the law despite the fact that it is implemented 
here for the longest period. This was borne out in the workshops that CEHAT organised where several doctors 
from other districts said that the BNHRA was not implemented in their districts and that they were registered under 
the Shops and Establishment Act when actually their districts were already registering nursing homes under the 
BNHRA. 


Further to this, the trend as regards registration is similar to that of awareness about the law, where hospitals from 
developed districts and less than 10-bedded hospitals were the ones that were not registered. In these regions 
almost 30 per cent of hospitals were not registered. The fact that hospitals can actually function and flourish without 
even registering themselves as hospitals, as mandated by law is acause for concem. This is rather serious and also 
indicative of the poor implementation of the law by the state health department. 


However the fact that there were sizeable numbers of hospital owners who were aware of the law but had not 
registered their hospital indicates a complete lackadaisical attitude in adhering to the law. It is possible that in less 
developed districts where there are fewer hospitals in general, the implementin g authorities are able to ensure 
registration and hospitals too are more likely to register to avoid any repercussions. However, the scenario in 
developed districts is of concern and it is obvious that there is apathy on part of providers as well as the authorities. 


The study further highlights that there is hardly any difference in the infrastructure and services provided by hospitals 
that are registered and those that are not registered. In fact, in terms of qualified staff for laboratory and x-ray, and 
Dotan or ambulance, unregistered hospitals seem to be faring better. However, the availability of the ultrasonography 
machine, emergency services and registration under BMW is much hi gher amongst registered hospitals. These are 
covered under other legislative measures such as the Pre-conception and Pre-natal Diagnostic Techniques (PCPNDT) 
Act, the Supreme Court ruling on emergency care, the BMW Act and not the BNHRA. It is evident, that those are 
better implemented and therefore, have better compliance. Bringing all the laws governing private mS itals und 

one umbrella would ensure simplified procedures, better compliance and stricter monitoring. P er 


= Private Health Sector in Maharashtra : A study of private hospitals = 


There also appears to be a need to dialogue further with hospital owners on the BNHRA not just to create 
awareness but also to develop consensus on what the law lays down. The fact that only 59 per cent of hospital 
owners in Mumbai where the law is implemented for more than three decades, agree with the minimum requirements 
points to a gap between the ground reality and the law. The non attainment of the basic minimum requirement of 
qualified staff means that all such hospitals would have to close down once the administration strictly implemented 
the law. So if there is a genuine problem in adhering to certain requirements, they need to be discussed and 
appropriate changes brought in. It cannot be ignored as the study shows the sector is continuously growing and 
there is a need to regulate it and ensure that certain minimum standards of care are assured to patients. 


Accreditation 


Accreditation is the concept of self-regulation, which is a peer review based voluntary activity. It is a professional 
and national recognition to facilities that provide high quality of care. It is implicit that the particular health facility has 
voluntarily sought to be measured against high professional standards and is in substantial compliance with them 
(CE. Lewis, 1984). This section looks at knowledge about accreditation of hospitals amongst the hospital owners 
and what advantages and disadvantages they see in accrediting their facilities. 


5.6 Awareness abcut accreditation 

66 per cent (172) of the hospitals owners were fully aware of accreditation. Of the hospitals from Mumbai, 93 per 
cent (42) hospitals had heard about accreditation whereas 42 per cent( 13) of the hospitals from less developed 
districts had not heard about hospital accreditation (Table 5.25), rest of them either had no knowledge or partial 
knowledge. The larger hospitals located in developed districts seem to be more aware about accreditation as 
compared to smaller sized hospitals. 


5.7 Opinions about accreditation 

189 hospital owners had some knowledge (full or partial) about accreditation. Amongst them, 61 per cent (116) 
think that it is useful. The larger hospitals are more in favour of accreditation than smaller hospitals. The only 
exception is 6-10 bedded hospitals, where almost 50 per cent of the hospitals favour accreditation and 50 per cent 
do not (Table 5.28, 5.29). 


Accreditation is about improving the services and quality of care. 62 per cent (72) of hospitals think that it will help 
in better delivery of services. The hospitals are mostly from Mumbai and developed districts and are big sized 
hospitals except 21-30 bedded hospitals. Another reason for accreditation of hospitals can be for recognition of 
the facility. There are about 28 per cent (32) of the hospitals which think that itis a good marketing strategy and 
would help in getting the recognition to the facility. These are mainly situated in less developed districts and are large 
hospitals. Only 8 per cent (9) hospitals owners think that it will help in terms of the quality of care provided by the 
hospital. There are about 3 hospitals from Mumbai and less developed districts, small in size that think that itis not 


useful for the rural people (Table 5.30, 5.31). 


Of the 261 hospitals, 30 per cent (77) hospitals had no problem with accreditation; another 23 per cent (61) 
hospitals said that cost of accreditation was a concern for them. The hospitals who were worried about the high 
cost of accreditation are mainly from the less developed districts and are smaller hospitals. 9 per cent (24) of the 


hospitals feel that competition will grow. (Table 5.32). 


The owners were asked specifically whether they would accredit their own hospitals. 62 per cent (161) of owners 
said that they will accredit their hospitals. 65 per cent (20) hospitals from less developed districts want to sien 
their hospitals. However 39 per cent (72) of owners from developed districts do not want to accredit their hospitals. 
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While 86 per cent of the 21-30 bedded hospitals want to accredit their hospitals, 46 per cent of the hospitals from 


6-10 bedded don't want to accredit. (Table 5.26, 5.27) 
cent (41) hospitals think that it is not relevant for them and 


especially for small places. These are mostly from the less developed districts and are medium sized hospitals. Not 
a single 21-30 bedded hospital thought that it is not relevant for them. The cost of accreditation 1s an issue with 29 
per cent (29) of hospitals which mostly consist of hospitals from Mumbai and developed districts and are mostly 


bigger hospitals. (Table 5.33, 5.34) 


Amongst those who do not want to accredit, 41 per 


Clearly, larger hospitals as compared to smaller hospitals would like to go for accreditation. The enthusiasm for the 
accreditation in our study is evident. Out of 172 who knew about the accreditation, 161 want to accredit their 
hospitals. This kind of enthusiasm 1s not there for BNHRA. The registration under BNHRA is compulsory but 
many hospitals despite knowing about the Act had not registered under it. 


In less developed districts, there are fewer private hospitals and so the hospital is known by the name of the owner 
(doctor). So hospitals from the less developed districts recognise that accreditation would help in certification of 
their services thus attracting more patients. The hospitals from developed districts due to stiff competition value 
accreditation for the certification of quality of care, thus making a difference. Therefore hospitals from developed 
districts think that the accreditation would help in the delivery of better services. However, a large number of 
hospital owners especially from the developed and less developed districts were not able to comment on this. 
There is a need to create awareness among hospital owners about other processes available for providing good 
quality care. 


Summing up, the study has thrown up several issues related to poor attainment of the minimum requirements of 
standards of care by hospitals with regard to the BNHRA. It also shows the gap that will have to be bridged when 
these draft rules are approved and become operational. 


This also raises questions about the entire registration process. Currently, registration is mere enlisting, with no 
reference to any minimum requirements to be adhered to. Clearly this brings out that hospitals are merely being 
registered on paper under the law; no norms are being applied, no monitoring is being done. The gap between 
current practice and proposed standards is wide. 
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CHAPTER 6 


DISCUSSION AND CONCLUSION 
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DISCUSSION 


The study throws up some critical issues related to standards of health care in less than 30 bedded private hospitals 
in Maharashtra. 


The private health sector is expanding in all regions across the state. This growth has been significant in the last 
decade as this is the period which has also witnessed a rise in corporate hospitals. The viability of and the demand 
for small sized hospitals (upto 30 bedded) does not seem to be affected by the entry of bigger hospitals. In fact 
small hospitals have been proliferating across all regions in the state (50 per cent of the hospitals have been 
established in the last decade). 


The entrepreneurs in the private health sector are doctors themselves in contrast to corporate hospital which are 
owned by business houses/MNCs. The study found that most of the private hospitals were run and owned by 
doctors themselves which is in contrast to earlier studies where hospitals were housed in rented places. This is an 
indicator that this is a profit making venture for doctors who largely belong to the higher class and are able to invest 
private capital in setting up such enterprises. The easy access and choices available for taking loans too has made 
it easier for individual doctors to set up their own hospitals and support entrepreneurship. Multiple practices in the 
form of practicing at other hospitals or owning more than one hospital is common among doctors. 


The availability of human resource in a hospital determines timely care and services for patients. The gross 
inadequacy in terms of availability of qualified staff across all cadres is stark. Hospitals are functioning without the 
required qualified staff particularly nurses, midwives and DMOs. In one fourth of the hospitals there is no qualified 
doctor to provide round-the-clock services. The availability of a qualified nurse per hospital is as low as 1.68 nurse 
per hospital. 56 per cent of hospitals did not have a single qualified nurse which is a critical indicator of standard of 
care. It emerges that shortage of qualified nursing staff is acute and there is a need to deliberate on this. More than 
50 per cent of the nursing staff in these hospitals is trained in-house. In-house training essentially means on-the job 
training. Therefore, there is a need for the state, medical association, nursing association and hospital owners to 
focus on this and provide options for certified courses which are accredited and also look into the need for setting 
up of additional nursing colleges. One of the pre-conditions for the registration under the BNHRA in Maharashtra 
is to have qualified staff in proportion to the number of beds in the hospital. There is a shortage of qualified staff, 
which is the biggest hurdle in implementation of the BNHRA and the draft rules of BNHRA pending before the 
state cabinet as most hospitals would have to close down if the draft rules are approved and strictly implemented. 


The physical infrastructure in hospitals with 0-30 beds, in terms of basic facilities such as electricity, ventilation, 
water supply and so on may have increased over the years, but these private hospitals fall short of specific Services 
that are critical indicators of quality like emergency services, maintaining patients’ records, mechanism to 
redress grievances and following other regulations like the BMW rules or Universal Guidelines for HIV/AIDS 
prevention. A functional plan that ensures demarcated space for essential services was found to be present in large 


hospitals and those located in developed districts. 
not being respected. The hospitals do not 


is shows complete apathy of the medical 
demanding a law for their own protection. 


The study found that Patients ' Rights in term of standards of care are 
provide emergency care, privacy, consent or information to patients. Th 
profession to respecting patients’ nghts even while they have no qualms 1n 
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; ; ignificance in 
The findings related to the absence of an independent grievance redressal mechanism wen ee 
the context of the ordinance passed by the GoM for the protection of doctors: This cremanee es : re a 
establishments to set up a mechanism for responding to grievances/ medical negligence /problems with manageme 


and to aid and advise the patient. 
e minimum requirements of standards of care by hospitals as 
bout the gap that will have to be bridged when these draft 


s to abysmal implementation of the BNHRA so far. The 
d paper work. Neither the state nor the doctors are taking 


Overall, the study brings out poor attainment of th 
compared to the draft BNHRA rules. It gives an idea a 
rules are approved and become operational. It also point 
registration is obviously being seen as a mere formality an 
this seriously. 


Mumbai is an excellent example to highlight the complete apathy on part of both the parties towards adherence to 
any norms. Considering that even minimum requirements under the law are so poorly met by these hospitals, these 
findings raise grave concern over attainment of other essential parameters that are mentioned in the Draft BNHRA 
rules. Despite the fact that the law has been functional in Mumbai for over 60 years, non attainment of minimum 
requirements is inexcusable. This analysis further calls for better monitoring of registered facilities and stringent 
penalties for non-compliance on an ongoing basis. 


The study shows that compliance to minimum requirements under the BNHRA as well as availability of infrastructure 
(standards of care) in private hospitals is dependent on the market and not on the status of registration. 


The study sought opinions of hospital owners on the regulation of the private sector. Information was also collected 
on awareness and understanding of the BNHRA amongst doctors and their perceptions towards self-regulation. It 
was found that the awareness regarding BNHRA is 76 per cent in the sample. The awareness about the BNHRA 
is low in less developed regions. Almost 50 per cent of hospitals especially from the developed areas and bigger 
hospitals have no objection to the Act, whereas some small sized hospitals located in less developed areas are 
struggling with infrastructure problems, especially human resources. 


The minimum requirements need to be thoroughly revised as they do not sufficiently ensure quality of care to 
patients. For instance, it is obvious that the requirements should be related to the size of the hospital but this is not 
currently so. The draft rules under the anended BNHRA 2005 have included both minimum standards of care as 


well as patients’ rights. There is a crying need for immediate approval of these rules and implementation of these by 
the state. | ! 


The awareness about accreditation is high in large hospitals and those located in Mumbai and developed districts 


similar to BNHRA. Hospitals located in less developed districts and those that were small in size expressed 
concern that costs would rise with self regulation. 


In addition to an apathetic attitude, the lack of awareness about the law and their opinions about minimum 
requirements would determine how seriously hospital owners take the law. The awareness about the BNHRA 1S 
low in less developed regions. It is clear that only hospitals owners in Mumbai and those of large hospitals were 


aware of self regulation and BNHRA. There is need for training and orientation of the medical profession on law 
ethics and regulations. ; 


Finally in the context of regulation of the private health sector, we recognise that private hospitals are governed b 

several laws-Medical Termination of Pregnancy (MTP), Pre-conception and Pre-natal Diagnostic Techni 
(PCPNDT) Act, BMW, BNHRA, CPA and each of these are implemented by different departments of the ne 
In addition to this, private hospitals also need to conform to Universal Guidelines for management of HIV/AIDS. 
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We found that hospitals were violating many other laws in addition to not being registered under BNHRA, which is 
compulsory now for all private hospitals. This rampant flouting of laws is because there is no single department to 
monitor the functioning of private hospitals. All committees formed for implementation of various laws should be 


brought under one umbrella so that minimum standards are defined and there is better accountability on part of 
these hospitals. 


CONCLUSION 


Private hospitals have continued to be governed by the market. That the market will finally regulate the quality of 
services is questionable. Self regulation by the medical profession too has been negligible in India. The government 
must take steps to ensure that private hospitals adhere to minimum standards of care and provide good quality 
services. The government must move towards achieving universal access to health services by bringing both the 
public and private health services under one umbrella. How such a system can work requires a wider consultative 
process between civil society, health groups and medical fraternity. There are several lessons to be learnt from 
other countries like Canada, Brazil and the UK that have effectively organised their health systems. 
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CHAPTER 7 


RECOMMENDATIONS 


RECOMMENDATIONS 


i§ Violation of patients' rights demands immediate attention from the state. The state must set up independent 
grievance redressal mechanisms for patients accessing private health services and also legalise Patients’ 
Rights so that they are justiciable. The GoM's recent ordinance (March, 2009) states that assault on 
doctors is a non-bailable offence and makes it mandatory for health facilities to set up mechanisms for the 
redress of patients’ grievances. This caveat for setting up grievance redressal mechanisms recognizes that 
assaults on doctors can be prevented by ensuring better communication between the provider and the 
client. While assaults on doctors cannot be justified on any grounds, the reasons for such assaults lie solely 
in the poor quality of health services provided by private hospitals. 

2. The minimum requirements of the BNHRA require to be overhauled as they are insufficient to ensure any 
standard of care to patients. Gaps between current practices and proposed standards are stark. There is 
a dire need for setting up a board consisting of various stakeholders to evolve minimum standards of care 
for private hospitals. 

3. The poor adherence of private hospitals to even the minimum requirements under the law like recruitment 
of qualified staff underscores the need to enquire into the ground reality to understand if there are genuine 
problems in adhering to stated norms. 

4. Hospitals are being registered under the law, with no norms being applied. No monitoring is being done. 
There is aneed for better monitoring of registered facilities and stringent penalties for non compliance on an 
ongoing basis. 

5. There is need for better co-ordination between the government at the centre, the state and the private 
health sector to bring in minimum level of uniformity across quality of care in the private health sector. The 
state must put in mechanisms for implementation of the legislation and monitoring of the registered facilities 
in consultation with the centre. 

6. Hospital owners should be trained in various laws and universal guidelines governing their sector. Clinical 
standards should be evolved in tune with the national health policy and other universal guidelines. These 
should be made mandatory for all clinical establishments across various states. There is a need to develop 
a mechanism by which all laws/universal guidelines applicable to health facilities are implemented by a 
centralised unit in each state. This would remove the multiplicity of having to deal with several departments 
and would ensure better compliance and implementation. 

7. Lastly, the problem of non-availability of qualified nurses needs to be discussed. The genuine shortage of 
qualified nurses should be taken up and more nursing colleges should be instituted. In-house training of 
nurses which is rampant needs to be standardized through developing a systematic curriculum, and 
certification or accreditation of such courses. The Nursing Council will have to be involved in this process 
because it is statutorily entrusted with regulation of the nursing profession. 


core 
seceecesereseceeresseerrers 
geeceseSeeSeSTSESESSSSSSSNSSeSS CI omI™ 
eenenee 
seeneeerrrer® 


® Private Health Sector in Maharashtra : A study of private hospitals ® 


REFERENCES 


REFERENCES 


12 


10. 
11. 
12. 


5D. 


= Private Health Sector in Maharashtra : A study of private hospitals # 


Baru, Rama (2005). Private Health Sector in India - Raising Inequality. In Leena Gangolli; Ravi Duggal 
and Abhay Shukla (eds.), Review of Health Care in India, Mumbai : CEHAT, pp. 269-277. 


none Rama (1998). Private Health Care in India : Social Characteristics and Trends. New Delhi : Sage, 
Pp. 


Baru, Rama. (2003). Privatization of Health Services, A South Asian Perspective. Economic and Political 
Weekly, 38(42), pp. 4433-4437. 


Bandewar, Sunita (2002). Quality of abortion Care - A Reality. Mumbai : CEHAT. 


Bhat, Ramesh (1996). Regulation of the Private Health Sector in India. International Journal of Health 
Planning and Management, 11, pp. 253-274. 


Desai. M. and Chawla. D. (2007). Right to emergency Care, In Health Care Case Law in India - A 
Reader, edited by Desai M. and Mahabala K.B. : Mumbai : CEHAT, pp. 37-45. 


Duggal, R. (2005). Public Health Expenditure: Investment and Financing under the shadow of a growing 
Private Sector. In Leena Gangolli; Ravi Duggal and Abhay Shukla (eds.), Review of Health Care in 
India, Mumbai : CEHAT, pp. 225-246 


Kavadi, S.K ( 1999) Health resources, Investment and expenditure-A study of health care providers in a 
district in India, FRCH, Mumbai/Pune 


Murlidhar, V. J. (1995). Proposed Minimum Standard for Private Hospitals / Nursing Homes : Upto 30 
bedded Unit Providing Medical / Surgical / Maternity Services. In Workshop on Physical Standards in 
Private Hospitals/Nursing Homes, Kalina, University of Mumbai, April 23, 1995. 


Nandraj, S., (1994). "Beyond the Law and the Lord: Quality of Private Health Care," Economic and 
Political Weekly, XXIX (27), pp. 1680-1685. 


Nandraj, S. and Duggal. R. (1997). Physical standards in the private health sector : A Case Study of rural 
Maharashtra. Mumbai : CEHAT, 100 p. 


Nandraj, S. (1997) Self Regulation of Private Hospitals and Nursing Homes in Mumbai City : Need for an 


Accreditation System. Mumbai : CEHAT. 
indi National Health Profile 
f Health Intelligence. (2008). Health Finance indicators. In . 
ona lf a : f Health Intelligence Directorate General of Health Services, 


(NHP) of India. New Delhi : Central Bureau 0 : | ice 
eis of Health and Family Welfare, Government of India. Retrieved from http://www.cbhidghs.nic.in/ 


index2.asp?slid= 1000&sublinkid=706on 


eeeereresererserreerrrrs 
a aeeenememeneunaaaats 
eeeeeeeoeereeer® 


14. India. National sample survey Organisation, Ministry of Statistics and Programme implementation (2006). 
National Sample Survey (60th round). New Delhi : National sample survey Organisation, Ministry of 


Statistics and Programme implementation, Government Of India. 


15. Rao, K. S.; Nundy, M. and Dua, A. V. (2005). Delivery of health services in private sector, section II: 
Delivery of healthcare services in India. In Background Papers - Financing and delivery of healthcare 
Services in India. New Delhi : National Commission on Macroeconomics and Health, Ministry of Health 


and Family Welfare, Government Of India. 


16. Yesudian, C. A. K. (1994). The Nature of Private Sector Health Services in Bombay. Health Policy and 
Planning, 9(1). 


17. Bulletin of World health Organisation. (2002)- ‘Private Sector Health Care in Developing Countries Needs 
Better Stewardship’ Researchers say, 23 April 2002. 


18. CEHAT. Draft rules of the Bombay Nursing Home Registration Act (Amendment) 2005. Available on 


http://www.cehat.org/go/uploads/Bnhra/bnhraDraft%20rules%20DGHS pdf 


® Private Health Sector in Maharashtra : A study of private hospitals = 


TABLES 


PROFILE OF PRIVATE HOSPITALS AND PROVIDERS 


Table: 2.1 - Various regions of Maharashtra with number of private hospitals (sampling) 


Region Frequency 
Western Maharashtra 70 (27%) 
Kokan 49 (19%) 
Vidarbha 30(12%) 
Marathwada 23 (9%) 
North Maharashtra 44 (17%) 
Mumbai 45 (17%) 
Total 261 (100%) 


Table: 2.2 - Years of establishment of private hospitals in Maharashtra (Level of development) 


Area 1932to 1948to 1964to 1980 to 1996 to Total 
1947 1963 1979 1995 2007 

Developed district - 3 (2%) 13 (7%) 66 (36%) 101(55%) 183 (100%) 

Less developed district - - 2 (7%) 12 (39%) 17 (55%) 31 (100%) 

Mumbai 2 1 (2%) 3 (7%) 17 (38%) 22 (49%) 45 (100%) 

Total 211%) 4(2%) 18(7%) 95 (37%) 140 (54%) 259 (100%) 


Table: 2.3 - Years of establishment of private hospitals in Maharashtra (Size of hospital) 


 __ Se ee ee ee ee ee ee eee 
Beds 1932 to 1947 1948 to 1963 1964to0 1979 1980 to 1995 1996 to 2007 Total 

7 UE ah li nthe eel mS Sr EAE 
S - 1 (2%) - 15 (33%) 30 (65%) 46 (100%) 


6-10 1(1%) - 6 (7%) 32 (39%) 44 (53%) 83 (100%) 
11-15 1(1%) 1(1%) 6 (9%) 33 (47%) 30 (42%) 71 (100%) 
16-20 - 2 (5%) 5 (13%) 10 (26%) 21 (55%) 38 (100%) 
21-30 - - 1 (5%) 5 (24%) 15(71%) 21 (100%) 
Total 2 (1%) 4 (2%) 18 (7%) 95 (37%) 140 (54%) 259 (100%) 


Table: 2.4 - Size of hospitals (Level of development) 


Area <5 6-10 11-15 16-20 21-30 Total 
Developed 36(20%)  53(29%)  55(30%) 27 (15%) 14 (8%) 185 (100%) 
district 

Less developed 6(19%) 16(52%) 6(19%) 1 (3%) 2 (7%) 31 (100%) 
district 

Mumbai 4(9%)  14(31%)  11(024%) _11 (24%) 5 (11%) 45 (100%) 
Total 46 (18%) 83 (32%) 72 (28%) 39 (15%) 21 (8%) 261 (100%) 
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Table: 2.5 - Services provided in the hospitals (Level of development) 


All Medical Medical Maternity 


Area Services & & & Only Only Only Other Total 
Surgical Maternity Surgical Medical Maternity Surgical Services. 
Developed 67 20 7 12 17 23 10 29 185 
district (36%) (11%) (4%) (7%) (9%) (12%) (5%) (16%) (100%) 
Less 7 4 2 2 8 1 1 6 31 
developed (23%) (13%) (7%) (7%) (26%) (3%) (3%) (19%) (100%) 
district 
Mumbai 18 8 - 1 2 10 Z 4 45 
(40%) (18%) (2%) (4%) (22%) (4%) (9%) (100%) 
Total 92 32 9 15 27 34 13 39 261 


(35%) (12%) (3%) (6%) (10%) (13%) (5%) (15%) (100%) 


Table: 2.6 - Type of system of medicine (Level of development) 


a pe a ae ae) ee SS 

Area Allopathy Ayurveda Homeopathy Unani Not Qualified Total 
Doctors 

Developed 164 (89%) 13(7%) 8 (4%) - - 185 (100%) 

district 

Less 

developed 30(97%) 1 (3%) - - - 31 (100%) 

district 

Mumbai 40 (89%) - 3 (7%) 1 (2%) 12%) 45 (100%) 

Total 234 (90%) 14 (5%) 11 (4%) 1 (0%) 1 (0% ) 261 (100%) 


Table: 2.7 - Type of system of medicine (Size of hospital) 


Beds Allopathy Ayurveda Homeopathy —-Unani Not Qualified Total 
Doctors 

S 36 (78%) 7(15%) 3(7%) - - 46 (100%) 
6-10 75 (90%) 4 (5%) 4 (5%) - - 83 (100%) 
11-15 68 (94%) 2 (3%) 2 (3%) - - 72 (100%) 
16-20 36 (92%) - 2 (5%) - 1(3%) 39 (100%) 
21-30 19(91%) 1 (5%) - 1 (5%) - 21 (100%) 
Total 234 (90%) 14 (5%) 11 (4%) 1 0%) 1 (0%) 261 (100%) 
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Table: 2.8- Bed occupancy (%) in the hospitals (Level of development) 


a es _ Fetal needs cceupleditna month” Occupancy 
Developed 2094 1254 ae 
Less developed 418 170 age 
Mumbai 624 362 mae 
—— 
Total 3136 i786 57% 
Table: 2.9 - Bed occupancy (%) in the hospitals (Size of hospital) 
ees oho et erat beisacapietammcinnt Otay — 
ia ~ 325 166% 
6-10 695 582 84% 
11-15 982 476 48% 
16-20 715 DIS 38% 
Meets 2 pain BE ie ee 
a ee 2 ee ee 
Table: 2.10 - Type of ownership of facility (Level of development) 
Developed district 163 (88%) 22 (12%) - 185 (100%) 
Less developed district 28 (90%) 3 (10%) - 31 (100%) 
Total 225 (86%) 35 (13%) 1 (0%) 261 (100%) 
Table: 2.11 - Ownership of hospital by sex 
Owners Details Frequency no. & % 

Male Female Total 
Owner | 238 (91%) 23 (9%) 261(100%) 
Owner 2 42 (47%) 47 (53%) 89 (34%) 
Owner 3 11(79%) 3 (22%) 14(5%) 
Table: 2.12 - Type of ownership of facility (Size of hospital) 
Beds Self owned / Sole Proprietor Partnership Trust Total 
S 45 (98%) 1 (2%) - 46 (100%) 
610 74 (89%) 8 (10%) 1(1%) 83 (100%) 
11-15 61 (85%) 11 (15%) : 72 (100%) 
16-20 31 (80%) 8 (21%) . 39 (100%) 
21-30 14 (670%) 7 (33%) - 21 (100%) 
Total 225 (86%) 35 (13%) 1(1% ) 261 (100%) 
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Table: 2.13 -Type of ownership of space (in which is housed) (Level of Development) 
able: 2.13 - 


Self owned / Rented Long 
Area lease Other 


Sole Proprietor 
22 (12%) 1 (0%) - 185 (100%) 


162 (88%) 


Any Total 


ed district 
3a district 22 (71%) 8 (26%) - 1 (3%) 31 pete 
Table: 2.14 - Type of Ownership of space (in which is housed) (Size of hospital) 
Beds Self owned / Sole Proprietor Rented Longlease Any Other Total 
S 34 (74%) 11 (24%) 1 (2%) - 46 (100%) 
6-10 69 (83%) 13 (16%) - 11%) 83 (100%) 
11-15 67 (93%) 4 (6%) - 1(1%) 72 (100%) 
16-20 37 (95%) 2 (5%) : - 39 (100%) 
21-30 19(91%) 2 (10%) - - 21 (100%) 
Total 226 (87%) 32 (12%) 1 (0%) 2 1%) 261 (100%) 


Table: 2.15 - Information on practice at another hospital (Level of development) 
ee ee Nee ee 


Area Yes No Total 
Developed district 84 (45%) 101 (55%) 185 (100%) 
Less developed district 4 (13%) 27 (87%) 31 (100%) 
Mumbai 17 38%) 28 (62%) 45 (100%) 
Total 105 (40%) 156 (60%) 261 (100%) 


Table: 2.16 - Information on practice at another hospital (Size of hospital) 


Bed Yes No Total 

S 19 (41%) 27 (59%) 46 (100%) 
6-10 29 (35%) 54 (65%) 83 (100%) 
11-15 28 (39%) 44 (61%) 72 (100%) 
16-20 18 (46%) 21 (54%) 39 (100%) - 
21-30 11 (52%) 10(48%) 21 (100%) 
Total 105 (40%) 156 (60%) 261 (100%) 


Table: 2.17 - Information on ownership of another hospital (Level of development) 


Area Yes No Total 
Developed district 47 (25%) 138 (75%) 185 (100%) 
Less developed district 2 (7%) 29 (94%) 31 (100%) 
Mumbai 7 (16%) 38 (84%) 45 (100%) 
Total 56 (22%) 205 (79%) 261 (100%) 


s Private Health Sector in Maharashtra : A study of private hospitals = 


. 
eee eee tome O ORO CORO CeO O COON ONES ene scene een es eee eneceeneteeetencceceeseccecccceteces 


Table: 2.18 - Information on 
Do you own another Hospital 
Yes 


No 
Total 


multiple practice 


Do you practice 


anywhere else 


Yes No Total 
23 (9%) 33 (13%) 56 (22%) 
82 (31%) 123 (47%) 205 (79%) 
105 (40%) 156 (60%) 261 (100%) 


Table: 2.19 - Sources of knowledge update (Level of development) 


Area Medical Journals Training Referring Internet Health Conference + 
representative Program / Books Program Seminar + 
Continuation on TV Workshop 
of Medical 
Education 
Developed 185 141 139 63 13 - 36 
district (100%) (76%) (73%) (34%) (7%) (20%) 
Less 31 18 14 4 4 = l 
developed (100%) (58%) (45%) (13%) (13%) (3%) 
district 
Mumbai 44 LZ 35 13 17 1 3 
(98%) (38%) (78%) (29%) (38%) (2%) (7%) 
Total 260 176 184 80 34 1 40 
(100%) (67%) (71%) (31%) (13%) (0%) (15%) 


Table: 2.20 - Information given by medical representatives (Level of development) 


Area Drugs Latest technology New brands in equipments 
Yes Yes Yes 

Developed district 183 (99%) 109 (59%) 114 (62%) 

Less developed district 31 (100%) 9 (29%) 8 (26%) 

Mumbai 41 (91%) 5 (11%) 8 (18%) 

Total 255 (98%) 123 (47%) 130 (50%) 
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HUMAN RESOURCES 


Table: 3.1 - Availability of DMO (Level of development) 


Area 


Developed district 


Less developed district 


Mumbai 
Total 


Absent 
86 (46%) 
23 (74%) 
32 (71%) 


141 (54%) 


Present Total 

99 (54%) 185 (100%) 

8 (26%) 31 (100%) 

13 (29%) 45 (100%) 
120 (46%) 261 (100%) 


Table: 3.2 - Availability of DMO (Size of hospital) 


Bed Absent Present Total 

S 40 (87%) 6 (13%) 46 (100%) 
6-10 56 (68%) 27 (33%) 83 (100%) 
11-15 26 (36%) 46 (64%) 72 (100%) 
16-20 15 (39%) 24 (62%) 39 (100%) 
21-30 4(19%) 17 (81%) 21 (100%) 
Total 141 (54%) 120 (46%) 261 (100%) 


Table: 3.3 - Medical officers/DMO's qualification (Level of development) 


Area MBBS MD DHMS BAMS BHMS Total 
Developed 18 (18%) 2 (2%) 11%) 53 (54%) 24 (25%) 98 (100%) 
district 

Less developed - - . 7 (88%) 1(13%) 8 (100%) 
district 

Mumbai 1 (8%) - - 9 (69.0%) 3 (23.0%) 13 (100%) 
Total 19 (16%) 2(2%) 10%) 69 (58%) 28 (24%) 119 (100%) 


Table: 3.4 -Information on the hospital in-charge staying in the hospital premises (Level of development) 


Area Yes No Total 
Developed district 93 (50%) 92 (50%) 185 (100%) 
Less developed district 21 (68%) 10(32%) 31 (100%) 
Mumbai 11 (25%) 34 (76%) 45 (100%) 
Total 125 (48%) 136 (52%) 261(100%) 


Table: 3.5 - Information on the hospital in-charge staying in the hospital premise (Size of hospital) 


Bed Yes No Total 

S 22 (48%) 24 (52%) 46 (100%) 
6-10 43 (52%) 40 (48%) 83 (100%) 
11-15 33 (46%) 39 (54%) 72 (100%) 
16-20 19 (49%) 20(51%) 39 (100%) 
21-30 8 (38%) 13 (62%) 21 (100%) 
Total 125 (48%) 136 (52%) 261 (100%) 
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Table: 3.6 - Availability of DMO with In-charge staying in the hospital premise 


DMO Yes No Total 
Absent 72 (28%) 69 (26%) 141 (54%) 
Present 53 (20%) 67 (26%) 120 (46%) 
Total 125 (48%) 136 (52%) 261 (100%) 


Table 3.7 - Qualification of Nurses 


Number Percent 
Qualified Nurses 4 25° 
Unqualified Nurses 139 53 
Presence of both 34 BB 
No Nurse 24 9 
Total 261 100 


Table: 3.8 - Nurses in the hospitals 


Nurses Number 
Qualified 455 (36%) 
Unqualified 823 (64%) 
Total 1278 (100%) 


Table: 3.11 - Availability of Aayabai and Ward boy in private hospitals _ 
Ee ee eens ee er ree 


Aayabai Ward boys 
Present 224 (86%) 108 (41%) 
Absent 37 (14%) 153 (59%) 


Table: 3.12 - Availability of Lab. Technicians with laboratory 
ie ee 


Technician 
Laboratory Yes No Total 
Yes 58 (22%) 27 (10%) 85 (33%) 
No 4 (2%) 172 (66%) 176 (67%) 
Total 62 (24%) 199 (76%) _ 261 (100%) 


Table: 3.13 - Qualification of lab staff (Level of development) 


Area DMLT MD (Pathology) HSC Total 
Developed district 39 (89%) 1 (2%) 4 (9%) 44 (100%) 
Less developed district 7 (70%) : 3 (30%) 10 (100%) 
Mumbai 4 (50%) , 4 (50%) 8 (100%) 
Total 50 (80%) 1 (2%) 11 (18%) 62 (100%) 


eeeeccereerererereereres 
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Table: 3.14 - Qualification of lab staff (Size of hospital) 


Bed DMLT MD (Pathology) HSC Total 

S 1 (100%) - - 1 (100%) 
6-10 14 (88%) - 2 (13%) 16 (100%) 
11-15 20 (83%) 1 (4%) 3 (13%) 24 (100%) 
16-20 8 (80%) - 2 (20%) 10(100%) 
21-30 7 (64%) - 4 (36%) 11 (100%) 
Total 50 (81%) 1 (2%) 11 (18%) 62 (100%) 


Table: 3.15 - Availability of staff for x-ray services with X-ray facility 


Human Resources-X-ray Staff - Number 


X-ray facility 0 1 2 4 Total 

Yes 45 (43%) 54 (51%) 5 (5%) 2 (2%) 106 (100%) 
No 155 (100%) - - - 155 (100%) 
Total 200 (77%) 54 (21%) 5 (2%) 2 (1%) 261 (100%) 


Table: 3.16 - X-ray facility (Level of development) 


SS 5858585859550 


Area Yes No Total 
Developed district 72 (39%) 113 (61%) 185 (100%) 
Less developed district 18 (58%) 13 (42%) 31 (100%) 
Mumbai 16 (36%) 29 (64%) 45 (100%) 
Total 106 (41%) 155 (59%) 261 (100%) 


Table: 3.17 X-ray staff qualification (Level of development) 


Area Diploma in x-ray HSC Total 
Developed district 32 (70%) 14 (30%) 46 (100%) 
Less developed district 2 (40%) 3 (60%) 5 (100%) 
Mumbai 4 (44%) 5 (56%) 9 (100%) 
Total 38 (63%) 22 (37%) 60 (100%) 


* No information: 1 
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STANDARDS OF CARE 


Table: 4.1 - Do you provide services in emergency situations 


Frequency 
(ZC Sr 
No 33 (13%) 
Total 261 (100%) 


Table: 4.2 Emergency services provided by hospitals (Size of hospital)) 


Bed Emergency services provided Emergency services provided Emergency services provided 

strength in Accident situations in Medical emergency in Surgical emergency 
Yes ; Yes Yes 

S 12 (35%) 18 (53%) 13 (38%) 

610 . 31 (44%) 34 (49%) 44 (63%) 

11-15 38 (59%) 47 (72%) 43 (66%) 

16-20 22 (58%) 25 (66%) 28 (74%) 

21-30 16(76%) 18 (86%) 15(71%) 

Total 119 (52%) 142 (62%) 143 (63%) 


Table: 4.3- Emergency services provided by the hospitals (Level of development) 


Area Accident Medical emergency Surgical emergency 
Developed district 78 (48%) 103 (64%) 100 (62%) 

Less developed district 17 (63%) 11 (41%) 14 (52%) 
Mumbai 24 (62%) 28 (72%) 29 (74%) 

Total 119 (52%) 142 (62%) 143 (63%) 


Table: 4.4 Steps taken to handle emergency situations efficiently (Level of development) 


Area Quick Immediate attentionby Round the clock 
Admission medical staff availability 

Developed district 147 (91%) 133 (82%) 90 (56%) 

Less developed district 21 (78%) 21 (78%) 17 (63%) 

Mumbai 16 (41%) 11 (28%) 17 (44%) 

Total 184 (81%) 165 (72%) 124 (54%) 

Table: 4.5 - Staff trained for emergencies (Level of development) 

Area Yes ' No Some Total 

Developed district 88 (54%) 67 (41%) 7 (4%) i ( a 

Less developed district 20 (74%) 3 (11%) 4 (15%) ZIG ts 

Mumbai 9 (23%) 28 (72%) 2 (5%) rid Sets 

13 (6%) 228 (100%) 


Total 117 (51%) 98 (43%) 
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Table: 4.6 - Staff trained for emergencies (Size of hospital) 


<a 
No Some Total 


Se 
Yes 
S 13 (38%) 18 (53%) 3 (9%) 34 (100%) 
6-10 32 (46%) 32 (46%) 6 (9%) 70 (100%) 
11-15 42 (65%) 21 (32%) 2 (3%) 65 (100%) 
16-20 14 (37%) 22 (58%) 2 (5%) 38 (100%) 
21-30 16(77%) 5 (24%) - 21 (100%) 
Total 117 (51%) 98 (43%) 13(6%) 228(100%) 


Table: 4.7 - Types of IPD wards (Level of development) 
IPD Wards (Men) IPD Wards (Women) IPD ward (Common) 


Area 

Yes Yes Yes 
Developed district 62 (34%) 76 (41%) 95 (51%) 
Less developed district 12 (39%) 12 (39%) 19(61%) 
Mumbai 11 (24%) 20 (44%) 25 (56%) 
Total 85 (33%) 108 (41%) 139 (53%) 


Table: 4.8- Types of IPD wards (Size of hospital) 


Bed IPD Wards (Men) IPD Wards (Women) IPD ward (Common) 
S 4 (9%) 8 (17%) 34 (74%) 

6-10 22 (27%) 29 (35%) 44 (53%) 

11-15 29 (40%) 40 (56%) 31 (43%) 

16-20 19 (49%) 20 (51%) 19 (49%) 

21-30 11(52%) 11 (52%) 11 (52%) 

Total 85 (33%) 108 (41%) 139 (53%) 


Table: 4.9- Availability of rooms (Level of development) ae 


Area General Room Semi special Room Special Room 
Developed district 166 (90%) 82 (44%) 150 (81%) 
Less developed district 31 (100%) 3 (10%) 20 (65%) 
Mumbai 43 (96%) 29 (64%) 41 (91%) 
Total 240 (92%) 114 (44%) 211 (81%) 


Table: 4.10- Availability of rooms (Size of hospital) 


Bed General Room Semi special Room Special Room 
xan) 41 (89%) 9 (20%) 21 (46%) 
6-10 72 (87%) 31(37%) 65 (78%) 
11-15 69 (96%) 41(57%) 67 (93%) 
16-20 38 (97%) 19 (49%) 37 (95%) 
21-30 20 (95%) 14 (67%) 21 (100%) 
Total 240 (92%) 114 (44%) 211 (80%) 


= Private Health Sector in Maharashtra : A study of private hospitals s 


Table: 4.11 -Infrastructure available in the hospitals (Level of development) 


Infrastructure Total Less developed Developed Mumbai 
Medical Records Room 72 (28%) 4 (13%) 64 (35%) 4(9%) 
Nursing Station 158 (61%) 17 (55%) 98 (53%) 15 (33%) 
Treatment room/ Dressing Room 122 (46%) 18 (58%) 98 (53%) 6(13%) 
Casualty/Emergency Room 61 (23%) 6 (19%) 49 (27%) 6(13%) 
Operation Theatre 223 (85%) 25 (81%) 156 (84%) 43 (93%) 
ICU 70 (26%) 5 (16%) 54 (29%) 11 (24%) 
Laboratory 85 (32%) 13 (42%) 60 (32%) 12 (27%) 
X-ray facility 106 (40%) 18 (58%) 72 (39%) 16 (36%) 
Ultra Sonography 77 (29%) 11 (36%) 49 (27%) 17 (38%) 
Ambulance/Vehicle to transport patient 13 (4%) - 11 (6%) 2 (4%) 


Table: 4.12 - Basic facilities in the hospitals (Level of development) 


Essential Services Total Less developed Developed Mumbai 
district district 

Refrigerator 231 (89%) 26 (84%) 165 (89%) 40 (89%) 
Telephone line 259 (99%) 31 (100%) 183 (99%) 45 (100%) 
Continuous water 253 (97%) 31 (100%) 180 (97%) 42 (93%) 
Toilets 260 (100%) 31 (100%) 185 (100%) 44 (98%) 
Continuous electricity supply 213 (82%) 17 (55%) 155 (84%) 41(91%) 
Generator: 125 (48%) 17 (55%) 100 (54%) 8 (18%) 

Inverter 150 (57%) 29 (94%) 154 (83%) 12 (27%) 
Lifts 55 (21%) - 45 (24%) 10 (22%) 
Ramps 36 (14%) 4 (13%) 31 (17%) 1 (2%) 


Table: 4.13 - Number of floors in hospitals with lift availability 


Detailed Frequency 


Total no of Nursing Homes having more than one floor 161 (62%) 


Lift available for more than one floor 50 (19%) 


Table: 4.14 - Registration status of the hospital under Bio-Medical waste (Level of development) 


Area Yes No In process of registration Total 
Developed district 165 (89%) 18 (10%) 2(1%) 185 (100%) 
Less developed district 23 (74%) 7 (23%) 1(3%) 31 (100%) 
Mumbai 43 (96%) 2 (4%) - 45 (100%) 
Total 231 (89%) 27 (10%) 3 (1%) 261 (100%) 
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of Bio -medical waste among hospitals (Level of development) 


Table: 4.15 - Segregation 


A Yes No Sometimes Total 

rea 

Developed district 149 (81%) 36 (20%) - 185 (100%) 

Less developed district 20 (65%) 9 (29%) 2(7%) 31 (100%) 

Mumbai 43 (96%) 2 (4%) - 45 (100%) 

Total 212 (81%) 47 (18%) 2 (1%) 261 (100%) 

Table: 4.16 - Segregation of Bio-medical waste among the hospitals-category wise (Level of development) 
Section 1.02 Medical & Dry & Wet Biodegradable & 

Area Colour Code General Waste Waste Nonbiodegradable Total 

Developed district 111 (75%) 2 (1%) 35 (24%) 1(7%) 149 (100%) 

Less developed district 9 (45%) 5 (25%) 6 (30%) - 20 (100%) 

ee 00%) et eee 

Total 163 (77%) 7 (3%) 41 (19%) 1 (1%) 212 (100%) 

otal POOR) oe A ee ee SS ee 


Table: 4.17 - HIV testing (Level of development) 


Area Compulsory Compulsoryfor Compulsoryfor Depends on 
testing for all operative patients all ANC patients clinical picture 
Developed district 17 (9%) 80 (43%) 100 (54%) — 106 (57%) 
Less developed district 4(13%) 8 (26%) 12 (39%) 23 (74%) 
Mumbai 14(31%) 18 (40%) 31 (69%) 16 (36%) 
Total 35 (14%) 106 (41%) 143 (55%) 145 (55%) 


Table: 4.18 - Informed consent before HIV test (Level of development) 


Area Yes No Sometimes Total 
Developed district 94 (53%) 78 (44%) 6 (3%) 178 (100%) 
Less developed district 25 (86%) 4 (14%) 29 (100%) 
Mumbai 25 (57%) 18 (41%) 1 (2%) 44 (100%) 
Total 144 (57%) 100 (40%) 7 (3%) 251 (100%) 


* No information : 10 


Table: 4.19 - Information/counseling given before the HIV/AIDS test (Level of development) 
ee een rere TEE 6 a ee 


Area Yes No Sometimes Total 
Developed district 122 (69%) 51 (29%) 5 (3%) 178 (100%) 
Less developed district 22 (76%) 5 (17%) 2 (7%) 29 (100%) 
Mumbai 29 (66%) 13 (30%) 2 (5%) 44 (100%) 
Total 173 (69%) 69 (28%) 9 (4%) 251 (100%) 


* No information : 10 


= Private Health Sector in Maharashtra : A study of private hospitals = 


bbb hh hh ett itititititiy | 
bbb eh dhe ititi tt ty 
bbb bbe hhe ttt iti titty 
Seeecececccce 


Table: 4.20 - Information/counseling given after the HIV/AIDS test (Level of development) 


0 EE Eee eee ae 


Area Yes No Sometimes Total 
Developed district 127 (71%) 47 (26%) 4 (2%) 178 (100%) 
Less developed district 20 (69%) 6(21%) 3 (10%) 29 (100%) 
Mumbai 35 (80%) 7 (16%) 2 (5%) 44 (100%) 
Total 182 (73%) 60 (24%) 9 (4%) 251 (100%) 


* No information : 10 


Table: 4.21 - HIV report given to the patient (Level of development) 


Area Yes No Sometimes Total 
Developed district 164 (92%) 13 (7%) 1 (6%) 178 (100%) 
Less developed district 22 (76%) 5 (17%) 2 (7%) 29 (100%) 
Mumbai 43 (98%) 1 (2%) ~ 44 (100%) 
Total 229 (91%) 19 (8%) 3(1%) 251 (100%) 


* No information : 10 


Table: 4.23 - Information on medical record maintenance in the hospitals 


Details Frequency _Less developed Developed Mumbai 
district district 

Birth Record 143 (55%) 11 (36%) 102 (55%) 30 (66%) 

Death Record 180 (69%) 17 (55%) 127 (69%) 36 (80%) 

Notifiable diseases- 92 (35%) 13 (42%) 59 (32%) 20 (44%) 

Other communicable diseases 84 (32%) 12 (39%) 52 (28%) 20 (44%) 

Medico-legal cases- 119 (46%) 12 (39%) 78 (42%) 29 (64%) 


Table: 4.24 - Information on medical record maintenance (Size of hospital) 


Bed Births Deaths Notifiable Other communicable Medico-legal cases 
diseases diseases 

S 19(41%) 21 (46%) 9 (20%) 6 (13%) 10 (22%) 

6-10 50 (60%) 54 (65%) 23 (28%) 21 (25%) 33 (40%) 
11-15 43 (60%) 57 (79%) 29 (40%) 27 (38%) 37 (51%) 

16-20 20 (51%) 31 (80%) 19 (49%) 17 (44%) 25 (64%) 
21-30 11 (52%) 17 (81%) 12 (57%) 13 (62%) 14(67%) 
Total 143 (55%) 180 (69%) 92 (35%) 84 (32%) 119 (46%) 


Table: 4.25 - System of maintaining the records ( 


Level of development) 


rd Diary Total 


Area On paper Register Files Computer Ca 

a a. 
185 (100%) 

Developed district 51 (28%) 94 (51%) mer) winding a ig 31 (100%) 

Less developed district 10(32%) 16(52%) 2 (7) a oo. som 

Mumbai | (2%) 36 (80%) wha —<— 21%) 361 100%) 

Total 62%) 146(56%) 291%) _— 08 — 
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Table: 4.26- Information given to patient 


fe Sn 
OPD Paper 135 52% 

Investigation reports 233 89% 

Discharge papers 237 91% 

Bill of every patient 230 88% 

File of each patient 194 74% 

IPD paper on request 4 25% 

Table: 4.27- Information on display of the various services available (Size of hospital) 
Bed Yes No Some of the services Total 

S 13 (28%) 32 (70%) 1 (2%) 46 (100%) 

6-10 20 (24%) 59 (71%) 4 (5%) 83 (100%) 

11-15 30 (42%) 41 (57%) 1(1%) 72 (100%) 

16-20 22 (56%) 15 (39%) 2 (5%) 39 (100%) 

21-30 12 (57%) 9 (43%) - 21 (100%) 

Total 97 (37%) 156 (60%) 8 (3%) 261 (100%) 
Table: 4.28 - Procedures followed for admission 

Admission form 212 (81%) 20 (65%) 155 (84%) 37 (82%) 
to be filled up 

Each patient is 25 (10%) 4(13%) 20(11%) 1 (2%) 
given card 

Other (Keep record 


Table: 4.29 - Assistance/guidance in admission procedure of patient (Level of development) 


Area Receptionist Para Staff Chief 
medical Nurse Doctor 
staff on Duty 
Developed district 62 (34%) 31 (17%) 103 (56%) 57 (31%) 
Less developed district 16 (52%) 9 (29%) 13 (42%) 9 (29%) 
Mumbai 19 (43%) 4(9%) 25 (56%) 6(13%) 
Total 97 (37%) 44 (17%) 141 (54%) 72 (28%) 
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Person designated 
to help in admission 
process 
2 (1%) 


2 (1%) 


Table: 4.30 - Assistance or Guidance in admission procedure of patient (Size of hospital) 


Bed Receptionist Para Staff Chief Person designated 
medical Nurse Doctor to help in admission process 
staff on Duty 
Yes Yes Yes Yes Yes 
S 13 (28%) 9 (20%) 20 (44%) 14 (30%) 
6-10 24 (29%) 13 (16%) 59 (71%) 21 (25%) 1 
11-15 24 (33%) 13 (18%) 36 (50%) 29 (40%) 
16-20 20 (51%) 6 (15%) 18 (46%) 7 (18%) 13%) 
21-30 16 (76%) 3 (14%) 8 (38%) 1(5%) 
Total 97 (37%) 44 (17%) 141 (54%) 72 (28%) 2 (1%) 


Table: 4.31 - Privacy and comfort during the examination of the patient (Level of development) 


Peete ies Ra ee Se ee ae ee ee eee 


Area Separate room Atleasta Audio Privacy No Need Total 
screen available 

Developed district 171 (92%) 6 (3%) 3 (2%) 53%) 185 (100%) 

Less developed district 20 (65%) 6 (19%) 3 (10%) 2 (7%) 31 (100%) 

Mumbai 43 (96%) - - 2 (4%) 45 (100%) 

Total 234 (90%) 12 (5%) 6 (2%) 9 (3%) 261 (100%) 


Table: 4.32 - Woman doctor/nurse availability during examination of a female patient (Level of development) 


i See aS a 


Area Yes No Sometimes Total 

Developed district 166 (92%) 11 (6%) 3 (2%) 180 (100%) 
Less developed district 25 (86%) 3 (10%) 1 (3%) 29 (100%) 
Mumbai 41 (95%) 2 (5%) - 43 (100%) 


ee ee es ae 


Total 232 (92%) 16 (6%) 4 (2%) 252 (100%) 


* No information : 9 


Table: 4.33 - Woman doctor/nurse availability during examination of a female patient (Size of hospital) 
a aE 


Bed Yes No Sometimes Total 

S 35 (81%) 7 (16%) 1 (2%) 43 (100%) 
6-10 72 (91%) 5 (6%) 2 (3%) 79 (100%) 
11-15 67 (96%) 2 (3%) 1(1%) 70 (100%) 
16-20 39 (100%) . : 39 (100%) 
21-30 19(91%) 2 (10%) 21 (100%) 
Total 232 (92%) 16 (6%) 4 (2%) 252 (100%) 


* No information : 9 
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Table: 4.34 Provision for grievance handling mechanism (Level of development) 


Area Yes No Total 
Developed district 95 (51%) 90 (49%) 185 (100%) 
Less developed district 26 (84%) 5 (16%) 31 (100%) 
Mumbai 40 (89%) 5 (11%) 45 (100%) 
Total 161 (62%) 100 (38%) 261 (100%) 


Table: 4.35 - Mechanism for complaints registration in the hospital (Level of development) 


Area To the Complaints Person Suggestion Patient Other (Sister, 

Doctor Register Designated Box Opinion Administrator) 

Box Form 
Yes Yes Yes Yes Yes 

Developed district 71 (75%) 14(15%) 10(11%) 11 (12%) 8 (8%) 2 (100%) 
Less developed district 26 (100%) - - - - 2 (100%) 
Mumbai 33 (83%) 1 (3%) 5 (13%) 4(10%) 3 (100%) 
Total 130 (81%) 15 9%) 15 (9%) 11 (8%) 12 (8%) 7 (100%) 


Table: 4.36 - Mechanisms for complaints registration in the hospitals (Size of hospital) 


Bed To the Complaints Person Suggestion Patient Other (Sister, 

Doctor Register Designated Box Opinion Administrator) 

Box Form 
Yes Yes Yes Yes Yes 

S 25 (96%) 1 (4%) - 1(4%) - - 
6-10 45 (96%) 2 (4%) 1 (2%) 1 (2%) 1 (2%) 1 (100%) 
11-15 38 (83%) 5(11%) 4(9%) 2 (4%) 5 (11%) 1 (100%) 
16-20 13 (59%) 3 (14%) 3 (14%) 5 (23%) 2 (9%) 2 (100%) 
21-30 9 (45%) 4 (20%) 7(35%) 2 (10%) 4 (20%) 3 (100%) 
Total 130 (81%) 15 (9%) 15 9%) 11 (7%) 12 (8%) 7 (100%) 


Table: 4.37 - Information on the display of contacts of the concerned officials (Level of development) 


Area Yes No Total 
Developed district 13 (14%) 82 (86%) 95 (100%) 
Less developed district 1 (4%) 25 (96%) 26 (100%) 
Mumbai 1(3%) 39 (98%) 40 (100%) 
Total 15 (9%) 146 (91%) 161 (100%)* 


* 161 Hospital reported some form of grievance handling mechanism 
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PERCEPTIONS ABOUT CURRENT LEGISLATION AND 
ACCREDITATION AMONGST HOSPITAL OWNERS 


Table: 5.1 - Awareness about the Bombay nursing home registration act (Level of development) 


Area Yes No Partially Total 
Developed district 136 (74%) 28 (15%) 21(11%) 185 (100%) 
Less developed district 21 (68%) 4(13%) 6 (19%) 31 (100%) 
Mumbai 42 (93%) 1(2%) 2 (4%) 45 (100%) 
Total 199 (76%) 33 (13%) 29 (11%) 261 (100%) 


Table: 5.2 - Status of registration of hospitals under this act (Level of development) 


Area Yes No It is in processes Total 
Developed district 134 (86%) 12 (8%) 10 (6%) 156 (100%) 
Less developed district 21 (78%) . 5 (19%) 27 (100%) 
Mumbai 42 (96%) 1 (2%) 1(2%) 44 (100% ) 
Total 197 (87%) 13 (6%) 16 (7%) 227 (100%) 


* No information : 34 


Table: 5.3 - Necessity of registration of facilities (Level of development) 


eee 


Area Yes No Total 
Developed district 164 (89%) 21(11%) 185 (100%) 
Less developed district 25 (81%) 6 (19%) 31 (100%) 
Mumbai 42 (93%) 3 (7%) 45 (100%) 
Total 231 (89%) 30 (12%) 261 (100%) 


Table: 5.4 - Reason-Need for registration of facilities (Level of development) 


Area Discipline and Standardization Govt. Procedure Help in Total 
stop illegal & uniformity in has to be Estimation of 
practices practice followed total number of 
private nursing 
homes 
Developed district 78 (48%) 59 (36%) 23 (14%) 4 (2%) 164 (100%) 
Less developed district 11 (46%) 10(42%) 3 (13%) : 24 (100%) 
Mumbai 29 (69%) 10 (24%) 3 (7%) - 42 (100%) 


‘ orients Sealth Sener to Maharashtra ch study of private hospitals Gh csevsveccectessersnveseunecsrensenseseenerense nee e 


n of facilities not necessary (Level of development) 


Table: 5.5 - Reason-registratio 
Registration not Problem with Total 
important Procedure 


12 (67%) 17 (100%) 


Developed district 5 (28%) 


Area 


Less developed district 5 (83%) 1 (17%) 6 (100%) 
Mumbai 1 (33%) 2 (68%) 3 (100%) 
Total 11 (41%) 15 (56%) 26 (100%) 


Table: 5.6 - Awareness of minimum requirements to be complied under the Bombay Nursing Home 


Registration Act (Level of development) 


Area Yes No Partially Total 
Developed district 91 (58%) 43 (27%) 23 (15%) 157 (100%) 
Less developed district 18 (67%) 6 (22%) 3 (11%) 27 (100%) 
Mumbai 32 (73%) 3 (7%) 9 (21%) 44 (100%) 
Total 141 (62%) 52 (23%) 35 (15%) 228 (100%) 


Table: 5.7- Awareness of minimum requirements to be complied under the Bombay Nursing Home 
Registration Act (Size of hospital) 


_ tl Se ee Oe ee ee 


Bed Yes No Partially Total 

S 18 (47%) 14(37%) 6 (16%) 38 (100%) 
6-10 48 (64%) 18 (24%) 9 (12%) 75 (100%) 
11-15 41 (66%) 9 (15%) 12(19%) 62 (100%) 
16-20 23 (66%) 7 (20%) 5 (14%) 35 (100%) 
21-30 11 (61%) 4 (22%) 3 (17%) 18 (100%) 
Total 141 (62%) 52 (23%) 35 (15%) 228 (100%) 


Table: 5.8 - Agreement of minimum requirements as required under the Bombay Nursing Home 
Registration Act (Level of development) 


Area Yes No Partially Total 

Developed district 78 (68%) 6 (6%) 29 (25%) 113 (100%) 
Less developed district 16(71%) 1 (5%) 5 (24%) 22 (100%) 
Mumbai 24 (59%) 4 (10%) 13 (32%) 41 (100%) 


Total 118 (67%) 11 (6%) 47 (27%) 176 (100%) 
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Table: 5.9 - Reasons-agreement with minimum requirements as 
Registration Act (Level of development) 


Area 


Agree but Agree but Not Agree its Agree but 
difficult at problem appropriate perfect should be 
local or small with according to 
hospital Nurses specialization 
area and bed 

strength 
Developed district 9 (8%) 26 (23%) 1 (1%) 60 (53%) 8 (7%) 
Less developed district 4(18%) 5 (23%) 1 (5%) 8 (36%) 3 (14%) 
Mumbai 4(10%) 5 (13%) - 28 (70%) 3 (8%) 

Total 17 (10%) 36 (21%) 2 (1%) 96 (55%) 14 (8%) 


Table: 5.10 - Reasons- agreement with minimum requirements as required by the Bombay Nursing Home 


Registration Act (Size of hospital) 


It's 
required 
for 
patients 


benefit 


10(9%) 
1 (5%) 


11 (6%) 


Bed Agree but Agree but Not Agree its Agree but It's Total 
difficult at problem appropriate perfect should be required 
local or small with according to for 
hospital Nurses specialization patients 
areaandbed benefit 
strength 
S 5 (21%) 8 (33%) - 6 (25%) 1 (4%) 4(17%) 24 (100%) 
6-10 4(7%) 13 (22%) - 33 (57%) 5 (9%) 3 (5%) 58 (100%) 
11-15 3 (6%) 9 (18%) 2 (4%) 32 (63%) 3 (6%) 2 (4%) 51 (100%) 
16-20 2(7%) 5 (18%) - 17 (61%) 3 (11%) 1 (4%) 28 (100%) 
21-30 3 (20%) 1(7%) - 8 (53%) 2 (13%) 1(7%) 15 (100%) 
Total 17 10%) 36 (21%) 2 (1%) 14 (8%) 11 (6%) 176 (100%) 


96 (55%) 


Table: 5.11- Problems foreseen due to minimum requirements (Level of development) 


Area Problem with Procedure Lack of 
functions of Problem awareness 
Nursing Home about the act 
Developed district 53 (47%) 21 (18%) 5 (4%) 
Less developed district 12 (55%) 5 (23%) - 
Mumbai 13 (33%) 13 (33%) 1 (3%) 
Total 78 (44%) 39 (22%) 6 (3%) 
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No problems 


35 (31%) 

5 (23%) 

13 (33%) 
53 (30%) 


Total 


114 (100%) 
22 (100%) 
40 (100%) 


required by the Bombay Nursing Home 


176 (100%) 


Total 


114 (100%) 

22 (100%) 

40 (100%) 
176 (100%) 
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Table: 5.12 - Problems foreseen due to minimum requirements (Size of hospital) 


Bed Problem with Procedure Lack of No problems Total 
functions of Problem awareness 

S 10 (42%) 5 (21%) - 9 (38%) 24 (100%) 

6-10 33 (57%) 8 (14%) 3 (5%) 14 (24%) 58 (100%) 

11-15 19 (37%) 11 (22%) 1 (2%) 20 (39%) 51(100%) 

16-20 9 (32%) 12 (43%) 2 (7%) 5 (18%) _ 28(100%) 

21-30 7 (47%) 3 (20%) - 5 (33%) 15 (100%) 

Total 78 (44%) 39 (22%) 6 (3%) 53 (30%) 176 (100%) 

Table: 5.13 - Hospitals registered under the BNHRA (Level of development) 

Area Registered under BNHRA Percentage 

3 Ae ee ee 7) 

Less developed district 21 68 


N=261 


Table: 5.14 - Registration under the BNHRA and display of registration number (Level of development) 


Boer 2 ee Se ee Se 
Registered Area Display of registration number of the hospital 
Under BNHRA Yes No Total 
Yes Developed district 28 (21%) 106 (79%) 134(100.0%) 
Less developed district 7 (33%) 14 (67%) 21(100.0%) 
Mumbai 9 (21%) 33 (79%) 42(100.0%) 
Total 44 (22%) 153 (78%) 197 (100%) 
No Developed district 6 (12%) 43 (88%) 49 (100%) 
Less developed district 1 (10%) 9 (90%) 10(100%) 
Mumbai 1 (33%) 2 (67%) 3 (100%) 
Total 8 (13%) 54 (87%) 62 (100%) 


Table: 5.15 - Registration under the BNHRA and availability of a qualified DMO 


Qualified DMO 
Registered Under BNHRA Qualified DMO Not Qualified DMO Total 
Yes 89 (45%) 108 (55%) 197 (100%) 
No 30 (47%) 34 (53%) 64 (100%) 
Total 119 (46%) 142 (54%) 261 (100%) 
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Table: 5.16 - Availability of nurses with registration under the BNHRA (Level of development) 


Registered under BNHRA Act- Yes Registered under BNHRA Act -No 
Area Qualified Nurse Unqualified Nurse Qualified Nurse Unqualified Nurse 
Developd District 212 444 SO 189 
Less developd districts 17 45 3 % 
Mumbai 173 104 - 5 
Total 402 593 53 230 


Total = 1278 


Table: 5.17 - Registration under BNHRA with availability of birth records 


Register under BNHRA Availability of Birth records 

Yes No Total 
Yes 106 (96%) 4 (4%) 110(100%) 
No 32 (89%) 4(11%) 36 (100%) 
Total 138 (95%) 8 (6%) 146 (100%) 


Table: 5.18 - Registration under the BNHRA with availability of death records (Level of development) 


Death records - yes/no 
Registered Under BNHRA Yes No Total 


Yes 142 (72%) 55 (28%) 197 (100%) 
No 38 (59%) 26 (41%) 64 (100%) 


Table: 5.19 - Registrations under the BNHRA with pathology lab staff - Qualification 


Human Resources-Technical staff units/ Pathology Lab Staff - Qualification 


Register under the BNHRA DMLT MD (Pathology) HSC Total 

Yes 40 (78%) 1(2%) 10(20%) 51 (100%) 
No 10(91%) - 19%) 11 (100%) 
Total 50 (81%) 1 (2%) 11 (18%) 62 (100%) 


Table: 5.20 - Registration under the BNHRA with human resources - X-ray staff - Qualification 


Human Resources-X-ray Staff - Qualification 


Register under the BNHRA Diploma HSC Total 
Yes 31 (61%) 20 (39%) 51 (100%) 
No 7 (78%) 2 (22%) 9 (100%) 
Total 38 (63%) 22 (37%) 60 (100%) 


oreeeee 
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Table: 5.21- Registration under BNHRA with ambulance/vehicle to transport patient 


; 
Ambulance/Vehicle to transport patient 


Register under the BNHRA Yes Section 1.03 No Total 
Yes 9 (5%) 188 (95%) 197 (100%) 
No 4 (6%) 60 (94%) 64 (100%) 
Total 13 (5%) 248 (95%) 261 (100%) 


Table: 5.22 - Registration under the BNHRA with availability of ultra sonography 


Availability of Ultra Sonography- Yes/no 


Register under the BNHRA Yes No Section 1.04 Total 
Yes 68 (35%) 129 (66%) 197 (100%) 

No 9 (14%) 55 (86%) 64 (100%) 
Total 77 (30%) 184 (71%) 261 (100%) 


Table: 5.23 - Registration under the BNHRA with availability of emergency services 


Availability of emergency situations Total 
Register under the BNHRA Yes No 
Yes 180 (91%) 179%) 197 (100%) 
No 48 (75%) 16(25%) 64 (100%) 
Total 228 (87%) 33 (13%) 261 (100%) 


Table: 5.24 - Registration under BNHRA with ownership of space in which is housed 


Ownership of space in which is housed 


Register under Self owned/ Rented Long leased Any Other Total 
the BNHRA Sole Proprietor 

Yes 176 (89%) 18 (9%) 1 (.4%) 2(1%) 197 (100%) 
No 50(78%) 14 (22%) - . 64 (100%) 
Total 226 (87%) 32 (12%) 1 (.4%) 2 (1%) 261 (100%) 


Table: 5.25 - Knowledge about the accreditation (Level of development) 


Area Yes No Partially Total 
Developed district 117 (63%) 57 (31%) 11 (6%) 185(100%) 
Less developed district 13 (42%) 13 (42%) 5 (16%) 31(100%) 
Mumbai 42 (93%) 2 (5%) 1 (2%) 45(100%) 
Total 172 (66%) 72 (28%) 17 (7%) 261(100%) 
Table: 5.26 - Willingness of hospital owners for accreditation of their hospitals (Level of development) 
Area Yes No Total 
Developed district 113 (61%) 72 (39%) 185 (100%) 

Less developed district 20 (65%) 11 (35%) 31 (100%) 
Mumbai 28 (62%) 17 (38%) 45 (100%) 

Total 161 (62%) 100 (38%) 261 (100%) 
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Table: 5.27 - Willingness of hospital owners for accreditation of their hospitals (Size of hospital) 


Bed Yes No Total 

S 25 (54%) 21 (46%) 46(100%) 
6-10 44 (53%) 39 (47%) 83(100%) 
11-15 46 (64%) 26 (36%) 72(100%) 
16-20 28 (72%) 11 (28%) 39(100%) 
21-30 18 (86%) 3 (14%) 21(100%) 
Total 161 (62%) 100 (38%) 261(100%) 


Table: 5.28 - Usefulness of accreditation (Level of development) 


Area Yes No Total 
Developed district 87 (68%) 41 (32%) 128 (100%) 
Less developed district 9 (50%) 9 (50%) 18 (100%) 
Mumbai 20 (47%) 23 (54%) 43 (100%) 
Total : 116 (61%) 73 (39%) 189 (100%) 


Table: 5.29 - Usefulness of accreditation (Size of hospital) 


Bed Yes No Total 

Ss 18 (67%) 9 (33%) 27 (100%) 
6-10 29 (52%) 27 (48%) 56 (100%) 
11-15 34 (61%) 22 (39%) 56 (100%) 
16-20 21 (68%) 10(32%) 31 (100%) 
21-30 14(74%) 5 (26%) 19 (100%) 
Total 116 (61%) 73 (39%) 189 (100%) 


Table: 5.30 - Usefulness of accreditation - reasons (Level of development) 


Area Deliver Recognition Patients can Useful but not 
better services of the facility take decision in rural area 
Developed district 54 (62%) 23 (26%) 8 (9%) 2 (2%) 
Less developed district 4 (44%) 5 (56%) - - 
Mumbai 14 (70%) 4 (20%) 1 (5%) 1 (5%) 
Total 72 (62%) 32 (28%) 9 (7%) 3 (2%) 


Table : 5.31 - Usefulness of accreditation - reasons (Size of hospital) 


Bed Deliver of Recognition of —_ Patients can Useful but not Total 
better services the facility takedecision inruralarea 
S 10 (56%) 5 (28%) 2 (11%) 1 (6%) 18 (100%) 
6-10 18 (64%) 6 (21%) 2(7%) 2 (7%) 28 (100%) 
11-15 22 (63%) 9 (26%) 4(11%) : 35 (100%) 
16-20 16(76%) 5 (24%) : - 21 (100%) 
14(100%) 


21-30 6 (43%) 7 (50%) 1(7%) : 
Total 72 (62%) 32 (28%) 9 (8%) 3 (3%) 116 (100%) 


= Private Health Sector in Maharashtra : A study of private hospitals ® 


Total 


87 (100%) 
9 (100%) 
20 (100%) 


116 (100%) 
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+ accreditation (Level of development) 


Table: 5.32 - Problems wit 
Problem Notuseful Competition No Not Total 


Area Lackof Problem with 
awareness Cost of with for small will grow 
accreditation | procedure Hospital 


Problem Asked 


of Accrediation 
32 6 18 52 4 185 


Developed district 26 4] 
(14%) (25%) (17%) (3%) (10%) (28%) (2%) (100%) 
Less developed 5 9 3 3 I 10 31 
district (16%) (29%) (10%) (10%) (3%) (32%) (100%) 
Mumbai 4 5 12 ‘ ‘ 2 i 
Total 35 61 47 13 24 77 261 
(13%) (23%) (18%) (5%) (9%) (30%) (2%) (100%) 
Table: 5.33 - Reasons for not accrediting of their hospitals (Level of development) 
Area Not High cost Not fully Competition ISO Total 
relevant of convinced among could 
forthemas accreditation about hospitals be best 
nursing accredittation will increase option. 
home advantages 
Developed district 31 (43%) 22 (31%) 14(19%) 2 (3%) 3 (4%) - 72 (100%) 
Less developed district 7 (64%) 1 (9%) 3 (27%) - - 11 (100%) 
Mumbai 3 (18%) 6 (35%) 7 (41%) 1 (6%) : 17 (100%) 
Total 41 (41%) 29 (29%) 24 (24%) 3 (3%) 3 (3%) 100 (100%) 
Table: 5.34 - Reasons for not accrediting of their hospitals (Size of hospital) 
Bed Not High cost Not fully Competition ISO Total 
relevant of convinced among could be 
forthem _ accreditation about hospitals best option 
as nursing accreditation will 
fe ea Ue ae PE 
a) 8 (38%) 7 (33%) 5 (24%) : 1 (5%) 21 (100%) 
6-10 14 (36%) 11 (28%) 13 (33%) 1 (3%) : 39 (100%) 
a 13(60%) = 5(19%) 6 (23%) 1 (4%) 1 (4%) 26 (100%) 
16-20 6 (55%) 4 (36%) s 1 (9%) A 11 (100%) 
cat 41 ai %) 3 ae , See sti 
o) 24 (24%) 3 (3%) 3 (3%) 100 (100%) 
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ANNEXURES 


Interview Schedule for Hospital In-Charge 
aca Waal Yerard 


Situational Analysis of the Quality of Care in the Private Nursing Homes in Maharashtra 
(A study conducted in 11 districts) 


ASNislalet en Ata Seal Ui (sta Fresara sez) 
This study is funded by International Development Research Centre, Canada. The institutions/ 
Practitioners included in this study have been selected in a systematic stratified sampling scheme and 
are in no way areflection of an individual /establishment and / Providers achievements or short comings. 
The names and identity of respondents will not be disclosed under any circumstances. 
District: Taluka: 
fsteal : AGa : 
Date of the interview: 


qeradt Raia 


Name of Facility: 


aaa Ala : 


Address of the facility: 
Ul 


Time at beginning of the interview: Time at end of the interview: 


qeradrat Geariratt 8 Farad Vat Fe 


Name of the interviewer: 


FAS SOA AS: 


Date (mmddyy) Schedule Checked By: 
fears : WMATA TTT : 


S y N 804 2805 S i S i R $ V. l . S (E ‘ M ® 


Seeeeresesererserererees 
pecseeseesessccecssessesesosessesoosesooosororere 
Pree 
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Letter of Introduction For Health Care Provider / 
Facilities Seeking Informed Consent 


ees eS ee SE 


Sub: Letter of Introduction and Consent for participation in the interviews 
to understand the Quality of Care at the Health Facility 


Greetings! CEHAT (Centre for Enquiry into Health and Allied Themes) is the research centre of 
Anusandhan Trust, a non-profit educational trust. The research centre (CEHAT in hindi means health) is 
working in health and related areas. CEHAT does research, action, advocacy and service delivery on its 
theme areas of work which include- Women and Health, Health Services and Financing, Health and 
Human Rights, Health Legislation, Ethics and Patient’s Rights. 


Quality of Care in Health Facilities is an important area of work for CEHAT. We all know that now a 
majority of both in-patient and outpatient care is being given by private facilities. We understand that 
facilities provided at any private health facility are dependent on many factors such as where it is 
situated, paying capacity of patients, availability of doctors and development of general infrastructure in 
the area. We also understand that many private practitioners work under adverse circumstances. We 
think that it is important to conduct research and study the quality of care in private health facilities. 
Especially small nursing homes may be facing more difficulties and little is known about the services 
they offer. Therefore we would like to include your facility in the study. 


The study involves interviewing the owner of the nursing home or in their absence the person in-charge. 
The focus will be to know about services and specialities available, staff and bed strength, other general 
information and your views on registration and accreditation of facilities. One more person working in 
the hospital such as Duty Medical Officer or senior nurse would also be interviewed to know more about 
all facilities available and to show us around the nursing home. We would like to observe and measure a 
few things, like how much space is available for the nursing home and how it is utilized. We would also 
like to interview any patient who has been discharged. (This information will be for owner or in- 
charge of nursing home) 


With respect to the above-mentioned study, we would like to interview you. The objective is to gain from 
your experiences in providing services for people in this area. They will involve asking some questions, 
discussions and recording of answers on a sheet of paper. Your identity as respondent will be protected 
and will not be revealed at any point of time during or after the research. The names will never be made 
available for purposes of publication or quoting. Even so, you can refuse the interview or withdraw from 
the interview at any time in between, if you are uncomfortable in continuing. You also have the right to 
make more queries regarding the purpose of the interview and how this information will be utilized. 


We request you to consent to the interview, take part in the discussions and feel free to ask any questions 
regarding the same. We assure you that information given by you will not be revealed to any government 
authority or will not be used in any way to take action against the facility. The information will be used 
only for research purposes and in the formation of a report of findings. Even within the report no mention 
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a aon of participants will be done. We request you to permit us to use this information, without 
ine ing your name, in any document describing the current quality of care in private facilities. We will 
make available to you the findings of this research, when the research report is ready. 


Amita Pitre, Varsha Zende and Suchitra Desai, Habib, Ravi, Amit, Sushma form the research team. You 
may contact us for queries any time at the following contact numbers and’ or address. 


Thank you very much for sparing your valuable time and talking to us. 


Warm Regards, 


Investigators sign 


Investigators Name 


Contact us : 

Centre for Enquiry into Health and Allied Themes 
Survey No. 2804 & 2805, Aaram Society Road 
Vakola, Santacruz (East) 

Mumbai - 400 055 

Tel. : 91-22-26673571 / 26673154 

Fax : 22-26673156 

E-mail : cehat@vsnl.com 

Website : www.cehat.org 


I have read the above letter and consent to the interview. 


Name and signature of respondent 


(Investigator should note if consent is verbal & sign here) 


a Pues Health + ie Maharashtra A stu dy of private hospitals nae osnannenssmmmenesacumeesaaaaaaaaaaaags 
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: faregaral 382A) 
STUB SEN ahaa VTA TTT (AHA 
sae | mires Sea Fora arSt Wares TA 


fang : sivas gladfardhea sarardedt Afedt ant @ araTSTeAT 
FASA AA ASME SUA ATS TATA AUT. 


‘Vad Faye c= BI Val Aa eM He aie. 8 AVN 
aA wea. ‘Ved =a HATS aa - fern anit smira, aha gfaen snftr sieqaren, smera 
sift aral gah se fara Hae, Aha Fer Snir Suara Fah Be. 


Vader Barat asl a Ded Al SPA UH ASaral APT sie. SICA Pala Alfedt 
STAT sah <a weet VEGA CaM, SU TA evar ear feadt sie. seen sa 
q ad sacle Yfarifarat ox ast aed sat, VES Saree Gas sect SI SPARTA 
GEM PUTT Be. 


a SPIRIT Fae Aare frat eT Tests wR caedell Fead Bact saga. 
FMA. ATTA Frat WEL Hea TEMA gest ane. safer at we at etd anita, wa 
Se. A AMT AHTA Ye FLAT SAAT FT SAA sequa fear steawht Asa HET A 
Sel AH FMA UH Te Te. Ae AS wes KAA, gat see anf sat fret BB aver. 
PCH AML Ae. WHATS FI Alea Sate Aett STO ara. Wel, Tet ded sae 


Sowocccccovcceveouccovecncncascaccocecececooncceconcnccceececessccccencsconcecccccesces 


Feat Caras Yat THK BH Wena far yore mag a qoradtfart 

Mag Wad. 

SU ATA ATT HAT He Ser Ace View fava wh gaeH saz. i. 

sa Tele Feracha eT Seana adh aah at Hea sta. aay aT daa 
Ao 

sPaRres Pe Usadstat a faega fama stadia a face far Westar 

FreHe pel IK Ae. tiatt 


afta, ast, gfaa, ta, ata, sale, YT st Sat FOS SVN War SU aad. GA arial 
Gleit facies Taek, fal WH Aataa SHEA GI AT. TAT ses aa fend sai 
SAAR Heat Adel TTA. 


3Tqel 74, 
sreeheterd Tet 


FRAY Aa 


Te : Get WI SAGA SA SH Sts Hees AMAL (Ae) 
We FT. WoV-%lo4, ARMA Waa Us, 

arHlen, Aiea (Fa), Fag - Yoo o4G 

TIT : F&-VA-JEROFVGW / VERVZUOR 
HET : VA-VERIV4E 

$-Aa : cehat@vsnl.com 

a4q-Ugee : www.cehat.org 


ata wa aaa ane anfr qaradtarat wart ea ate. 


Fearadarrest Aa sft Tet 
(diet wearaht feet stracara 
aa feral a sitet Get HT.) 


P pride Stealth . tn Maharashtra A stu dy of private hospitals Bececcseresessenscereseeesteee ENT 


INTERVIEW WITH HOSPITAL IN-CHARGE 


Section I : General Information about the facility gfarret Fae atfedit (carer) 
1. Year of Establishment: Rrra ae : 


2. Status of Registration: aera feud: 


Registered Not Registered Registration in Process 


4 Any Other (specify) gq 


3. Year of Registration of the facility: alenireal ag : 


4. Registration Number (if any) of the facility: Wau HAI (AACA) 


5. Registered by (Name of registering authority): eit PUTA ait 


6. Name and qualification of the owner/s (incase more than one owner take details of all) 


Aethra Aa SF AerHifayal Ate : 


7. Name of the In-charge (if other than owner) WY SAU Aa (SX AeHeaaa Hut set W): 


8. Ownership of facility: SMAeeral AletHl HM Weal 


10. Is there any financial support in establishing and running this facility ? Steet Ye ROAST 
ST Sefavararat sala Fact 


No support 2 | Government grant 


3 | Loan 4 | Donation 
Any Other (specify) dt 


Section IT 


General information about the in-charge TG Sieergaett Aled : 
(If the doctor in-charge is not available to give the information, record all the details about the 
doctor in-charge and then also record all the following details about the respondent) 


Fe seta ayaferia carat a Atfedt CoM Steere erarat arte earal) 


11. Qualifications of the in-charge of the Nursing Home / Hospital Exact Degree of Qualification 


(like MBBS/MD/DHMS/BAWS etc): Shae TPE Steetiet fer : 


12. Specialization if Any (diploma, post-graduate degree with subject) fasts sae (Sa) 


13. University /Board; feats / ais : 
Qualification belongs to which System of Medicine: PUTT dana wader Teal 


14. Does the hospital in-charge stay in the same premise? maect Wa eae SARA Ueda 
ml ? 


14A. If not, distance of place in Kms: SIX Tel, A frdt facslext AaTaL edt 


15. Total number of years in private practice : Tanti Fadler UPY ay : 


ceeernererereee 
ed 
eeceeeerereeseoesesseeere 
seeeeeeresrcereeerr® 
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? 
anyother hospital/clinic? galns HS ZqRanl/ Meagect Be HT ¢ 


16. Do you own 


16A. If Yes specify IX a a Ea) ame ? 
( write name and address 4, Tal fetal ) 


17A. If Yes specify SIX al a PS ame ? 


General Information about the respondent (if in-charge is not available): 
WE sltetAl squad gat FarRadanral Ted : 
18. Full name of the respondent: Yelk eo are yt 1: 


19. Age of the respondent: 4ead et aq : 
20. Sex: fer: 
1 | Male 984 2 | Female 


21. Designation of the respondent: Yotkad eae gel : 
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ee memeneeneneeeeneeeseoseeoeslelnee ee etenenetetoeeceeseenecceesetcesoececeecccccoececce 


Section III: Information about the facility Sata fect : 


22. What types of services are provided in your Nursing Home? 


SARI HCA WePReAT Bal YRfaca sarc ? 


THT TIS UGT «| Aa Tee fart | | seer faery 
General Medical 
i ee ee 


2 | Maternity Services/ 

Gynaecological 

Aa A UT 

3 | General Surgical 
asin 

4 | Speciality (specify) 
fafere Ga 

5 | Other (specify) 
edt 


If Specialty services are provided then ask information about the consultants attached to the 
hospital and fill in the following table (fafere Sal At Hees Ye Ca HAA ware AW, 
fret a eagmfetat) 


Zz 


Za: 
Name of the doctor Qualification Specialization 
Seer ATA FeTetT Sremfetat 


Seer wl ee 
Sc AE I eis TEN 
Be 
<A AT MT acs BES 


33. What is the size of your Nursing Home in Sq.ft SARI ATT STH TL ferdt site ? 


beds Gata GST HI Be ? 


24. What is the bed strength 


24.A How many beds were occupied on a daily basis in the last month? Jen Aiea STA 
frat Gat ALAM AM ? (feaeTeT) Gel 


n Taare at fait 


24. B How many beds are occupied daily on an average in rainy seaso 
erat feat Gel ACCA AAT ? 
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TA fenat Aeie stsfte eat? 


24.C How many patients were in admission last night He 


25.A Information about the facilities available (infrastructure) STcT# Sfaurat Altec : 


Special rooms GI Geil 
Semi-special rooms fr Gre Geil 
Store Room 4SK Te 


Medical Records Room 4aala alautt Te Rey bat § 
Pe Nursing station Was HAT SPT ee cea 
se . 


Casualty/Emergency Room 
ATMA SAA AAS Bla eit 


£3 Operation Theatre esha 
Labor room Wy Te 


12 | Other Sat 


Yes/ No According to 


Facilities 


specific care 


ii) Women’s General 


Alecia SAT ATs 


Treatment room/Dressing Room 


eee eee een COCO eee ee One One Len eas ene Renee neeenoneeeesecocoseeseoascese. Peereccvccocccccce 


98 


25B. Information about the facilities available (infrastructure) 34% Qfaaitawat arfedt 


Facilities Yes/ No Separate Room If not, how far is 
Qfaanr Qfaent st2/ | Available: Yes/No the nearest facility 
art | Ave tet ards ae ft Bfinen ae 

aq Waoadt Baan 


fardt ara ae 


La a rs ee ee 


2 | X-ray facility 
uqa-t Aieit 


ste to 
transport patient 
BUaeHl/ Weel 
FHI AVAATal Ast 


5 | Other Sat 


25 C. Supporting services- STAITYA Grae 


Facilities Facility Separate Room Charge extra 
available: Yes/ No Available: Yes/No 


1 | Laundry facility 
Hrs yar 


2 | Diet/ Kitchen facility 
CaM BX 


Peed 
es eneoemmeammemumaneaaaaaal 
seeeerseneoere® 
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25 D. Information about the facilities 


Facilities Yes/ No 
sreayaa Bae ame/ATel 


Refrigerator pst 

2 | Telephone line ert wea 
Continuous water Facility 
shes Wil Yael 

4 | Toilets MATa 


Continuous electricity Supply 


HES ast WAT 
a 
fv ree 
amie | 
rams oT 
10 | Other SaX ae 
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Number Functioning: 
Aca Satisfactory (01)/ 
Partially functioning 
(02)/ Nonfunctional (03) 
feadt GureAtantteh/ rely 
Ala Aahitch/ TAA AKT 


> 


available (essential services) Aeaayah afaen 


Z, 
> 


x 


25 E. Information about the human resources HHA Afayar Aifedt 4 


2 


Training 
(Formal 
training/ in- 
house training) 


Wistert (frat/ ara 


Designation Duration 
gel 


Medical Officers / DMO 


CATA WyawT) 
(other than in-charge and 
consultants 


Nurses | i) Qualified Nurse 
wae | | | | 
ii) Trained Nurse 

wfifard 7a 


il) ICU qualified nurses 
sia 


Untrained nurses 


3 
) | cars 
: cake 


fuicewere [| 
ao 
I a A A ER 
a Cs A 
ne — a ae a 


Technical | Pathology Lab Staff 
staff units 


va = 
Uag-t SHAT 


Total Staff TPN HAAR 


y and Informs 


HARA \S% 


Stee ee eee ee ree ener 
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25 F. Other staff 3qt pant 


Regular employee Periodic visit 7 On 
fafa rant frafird 22 3H 
(Plumber, Electrician moe 

asraifiet SHAR 


ae Ath 


4 | Receptionist 
(Administrator etc. 
specify) 


Information about the Admission procedures aie ee | ada HT Hvar Atfedt 


26. What are the procedures followed at the time of admission in the hospital? 
(Compulsory probe for each of the following response and note the details. Ask the respondent to 
show the admission form, and attach form ) PUM Taal HR QUA Foe 
wa APTA ? 


Each patient is given 


1 | Admission form to Z 
be filled up ASIA HI AA Card WH VWieel HS AA 


t} 
bbb bbb bb bbb hha ht beta iiiiit ttt itiiii titi TTT rit 
ee 


27. Generally who assists/guides in admission procedure of patient in your Nursing Home / Hospital? 


(Record the spontaneous response with out probing and note details. Categorize answer later 
ry Sis to fae provided) aaary Mee Fay Hvareay ait Wee AMT Aad/ 


ea : Para ae. staff et Staff Nurse on a | 
Be eeaee ae. Oe oe 
adel HFT 


4 | Chief Doctor None Hay Tel 
fafars oaaitat frye 


Other (specify). gd¢ 


28. What are the options available to the patients regarding the stay- arrangement? 
SUPA SATATHA CHATS HTS Tala SITS Ste ? (Probe and record the response. 


Categorize answer according to list provided) 


Person designated to 
help in admission process 


sien apie Room sae Room ge pag Room 


29. Do you display/provide details abut the various services available? 
afeqeraaret Sreree areTO=a feafers Seifert mae grat wefeha eit ote PI/ Gea I ? 
(Note and record in the observation schedule If details about some of the services are displayed, 


then mention the services) 


If Yes, then ask Q. 26A ; 
na A. How? HMAHI (Collect a copy of a brochure/booklet if available and attach it to the form) 


eeereeeee reese rereeees 
— es eeenneeeneeemunemuameaal 
. 
eeeereeesoeerrrre 
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30. What kind of information is given to the pr at the time of admission? 


SUOTAAT STAAL SMA HoT Aleit qefactt Sd 2? (Record the spontaneous response 


with out probing and note details. Then compulsory probe for the following) 


be ee eee en 


ee eee eS 
ne ee Re es a 


30A. Deposit SAT TERA SAT HCTATATTAT 


30 B. Charges per day for room Geir afafeaes St 


30.C. About visiting time of consultant Gera Ufafeaea SX 
30.D. About visiting time of patient SUA AVA Io 
30.E. Supporting services TelAh aa 


30.F. Any concessions for poor/ needy T<aaTal rel Ye 


31. | Whether prior information about estimated ‘cost of treatment’ is given to the patient? 


SUT VAT STAR ANIM Galsteact YaHewal feeit Sct HT ? 


If No, or sometimes then ask reason SX Tel feat Pepe, A PRO fEART 


32. | What are the payment options available to the patients? SUI TS yas HT Tata 
STAB] HET ? 


arya hae Insurance/ 


Cashless/TPA fal 


Other (specify). QT 


4 sedeary on area ean 


eecececccescs 
hhh pbb bbb bbb bhi iiiiiiiiii ttt tt TTT Tritt 
eecceeecee 


33. Is there any provision for grievance handling mechanism? AK FARM HWA Aqey 


Other (specify) 
gat 


If ‘Yes’ then ask, Q. 33 A onwards 


33. A. Where are the complaints registered? TRI He Aefaca state ? 


To the Doctor 2 | Complaints Register Box Person Designated 


Way Set AeA 


Lar Box 


33.B. How does it work, after registration of complaint? AhI<t aefaearta fost Frau He Wat 
pel set ? (Record the spontaneous response and note details.) 


33.C. Whether contacts of the concerned officials are displayed? THK AUCHT Saute Sfp 
Gi asffactet sie a ? (Also note in the observation schedule) 


Other (specify) 


EL 


33.D. Time required to resolve the grievance THR Fran Soararal AAT ferdt prea 


TTA ? (Record the spontaneous response and note details.) 


eeeee ee eerereeeeereeee 
peseesesessssssssssssssoosoessoosooosSoooSooOIlN® 
oer 
seceereererere® 
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Section IV : Knowledge Update qa aaa Afedt He fsa 


34. How do you get information about new drugs/development? SIG sae safe CArcitet asst 


aaa Gale aifedt Heit fiteacl ? (Record the spontaneous response, compulsory probe for 
the source of information and note details. Then compulsory probe for the following) 


Medical representative 2 | Journals 3 | Training program / Continuation of 


TASK Afsana SA Medical Education (CME) SfTa 
Referring Books 


1 nes 
5 | Other (specify). 2AX 


35. Do you or your institution subscribe to any medical journals? Fal feral qt FM HA 
ARITA AUT AAAS STNTA ST ? 


If ‘Yes’, ask 0.35 A else go to 0.36 


35.A. Which journals does your institution subscribe? GUT GON HM Aare Sas 
Adel Se ? (Ask about the names of the journals) ae feral 


36. Have you undergone any Continuation of Medical education (CME) recently? 


( within 1 year ) TH UH Fait Tra Hla Afar Sisal AEA ate Slat sr ? 


If ‘Yes’, ask Q.36A else go to 0.37 


36.A. specify the kind of training, you have undergone. (Record the spontaneous response and 


note details.) HUTT THR EMEA steal Wed A AE Hey 


SOCeCCennaeneoeeresseseeneeecoesoeooncesesoeenecese Seecerecacevescocccccecenececceccceces 


33 Bo —— Medical Representatives visit your facility? 


sree Athan 


37.A. What kind of information is given by Medical Representatives? 
Aslact Rigi¢dlesngt HOTA Wenicat Artec frase ? 


tc 2 | Latest ae 3 | New brands in equipments 
Tat aa 
4 Other (specify). SAX 


Section V: Awareness about the Registration of Nursing Home 


faut & : aft great Aleunfageren arfedt 


38. Are you aware of the Bombay Nursing Home Registration Act? 


abi GUSK.S.) fear ata afa7 a trees Hraenfarat Artec ste aT ? 


If yes or partially, then ask Q.39 else go to Q. 40 


39. Have you registered your Nursing Home under this act? Tal gat SUA AST VA 
HAaMsiea teu seit se  ? 


It is in processes 


40. Do you think registration of facilities is necessary? (Ask reasons for each of the response) 


SAAT HS STAT Ae sarees Be HT? (HR feTIRT F fevet) 


Scud 


40. A. Reason A. HIT 


ee eeeee eer esresseeeeeseerereee 
eeeeeeereeeerererrere® 
eeereeeseoesesererere® 
eeereeeeorrrrerre 
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41. Are you aware of any minimum requirements to be complied under the Bombay Nursing Homes 


r ? 
Registration Act? @.U71.UF.SR.H. Al PEMA ager Grate Aft Sire FT 2 


No 3 | Partially 
let TAMIA 


If yes then ask Q. 42 . : 
42. Doyouagree with the minimum standards as required by the Bombay Nursing Homes Registration 


Act? (Ask reasons for each of the response) Ol Haart atgel Felel Aa sted SI ? 


4 | Other (specify) gat 


42. A. reasons PRU 


43. | Whatare the problems you foresee, if regulation is enforced? (Record the spontaneous response 
with out probing and note details.) SX el fra Fey RAH Hel CK HMM SSAA 
WAR Tea Atel SY Fae set ? 


44. Have you registered under any of the following acts? (Compulsory probe if registered under 


any other act) Grctertat HTH HPraraicetet Gat Aleut Sei se ? 
= 


Name of Act #14 WA Yes/ No @4/ATel 
1 | PNDT Act (Pre-natal Diagnostic Techniques Act) Ter Brae facet eee en oe 


MTP Act (Medical Termination of Pregnancy) 


Shops and Establishment act | Sapa A 
Bio-medical waste waste management 


Any Other(Specify) 
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If Q.44 is yes, then ask 0.45 & 46 else go to 0.47 


45. Did you face any problems at the time of registration under any of the acts? 


A SAMA aevt SCAT Ge Prat SSI sre sT ? 


fie (lw [| ote 


If yes or some problems faced, then ask (SK ASA SCM 3A A fat y) 


45. A. what problems did you face? G*elcil HOT ASTHMA AA Ba CATT ? 
(TAP PAM Steel stsaiat Ale HAT) 


46. Can you suggest any measures to reduce these problems? (Record the spontaneous response 


with out probing and note details.) ell BSA PA HAAS Gel HTel SUAS Gag. 
WHI HT ? 


47. Have you heard about ai ae asenedation? SAA stpfserfagay Freel lel Alfecit 
ae HT ? (stHfseVA sofia Fema Waste Soar AST HL / AAT axaM) 


If Yes, then ask @Q 47A. Onwards, else go to QO 48 
47 A. Do you think it is useful? I STH Be SS FAM Tet HI ? 


Other (specify) 


eeeeeescereeseseseereroees 

ececseceeseeseoeeesoeseorees® 
scccececeeceeseseerree® 

soceereceeereesreee® 
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If Yes, then ask 47 B. then ask 0.48 SK SIGH adel 047 B faaRt 


47. B. In what way do you think it is useful? (Record the spontaneous response with out probing 


and note details.) HUTA WHI ct SiR Cel ae Ha Feel aed ? 


a Ee eee 


es SSS ee ee 


48. According to you, what are or could be the problems with accreditation? gu ad, VUTTT 


2 


ara feral HMA GAT FAA Fal ke Mpa ? (Record the spontaneous 


response with out probing and note details.) 


49. Would you accredit your hospital? (Ask reasons for each of them.) qa QUIAs Fal AMifd 
/sepfse HHT Aled HI ? 


49.A. If no, then why not, SIX Tel GX HT Alel ? 


Thank You, 


Investigator’s Name : 


Signature : 
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ececese 
bee LTT TTT ete TTT Tete 
eecece 


Interview of the DMO (Duty Medical Officer) / Staff Nurse 
Sel Afsana sitwar/ Ade Farad 


Situational Analysis of the Quality of Care in the Private Nursing Homes in Maharashtra 
(A study conducted in 11 districts) 


TENIehitet Gen ahr Sea Teoh (stat Presarat seara) 


This study is funded by International Development Research Centre, Canada. The institutions/ 
Practitioners included in this study have been selected in a systematic stratified sampling scheme and 
are in no way a reflection of an individual /establishment and / Providers achievements or short comings. 
The names and identity of respondents will not be disclosed under any circumstances. 


District: Taluka: 
fsieel : Aga : 
Date of the interview: 


Feral feats : 


Name of Facility: 


aeaqecrs Ala : 


Address of the facility: 
Ul 


Time at beginning of the interview: Time at end of the interview: 


qeradtet geaniet 8 - wera tact ae 


Name of the interviewer: 


Farad Cars Ae : 


Schedule Checked By: 


Waa ATT : 


Date (mmddyy) 
fears : 


CEHAT, Research Centre of Anusandhan Trust, 


Vi i ~ 
Survey No.2804 and 2805, Sai Ashray, Aram Society Road, Vakola, Santacruz (East), Mumbai 400 055 
urv ’ ; 
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Letier of Introduction For Health Care Provider / 
Facilities Seeking Informed Consent 


SS ee 


Sub: Letter of Introduction and Consent for participation in the interviews 
to understand the Quality of Care at the Health Facility 


Greetings! CEHAT (Centre for Enquiry into Health and Allied Themes) is the research centre of 
Anusandhan Trust, a non-profit educational trust. The research centre (CEHAT in hindi means health) 
is working in health and related areas. CEHAT does research, action, advocacy and service delivery on 
its theme areas of work which include- Women and Health, Health Services and Financing, Health and 
Human Rights, Health Legislation, Ethics and Patient’s Rights. 


Quality of Care in Health Facilities is an important area of work for CEHAT. We all know that now a 
majority of both in-patient and outpatient care is being given by private facilities. We understand that 
facilities provided at any private health facility are dependent on many factors such as where it is 
situated, paying capacity of patients, availability of doctors and development of general infrastructure 
in the area. We also understand that many private practitioners work under adverse circumstances. We 
think that it is important to conduct research and study the quality of care in private health facilities. 
Especially small nursing homes may be facing more difficulties and little is known about the services 
they offer. Therefore we would like to include your facility in the study. 


The study involves interviewing the owner of the nursing home or in their absence the person in-charge. 
The focus will be to know about services and specialities available, staff and bed strength, other general 
information and your views on registration and accreditation of facilities. One more person working in 
the hospital such as Duty Medical Officer or senior nurse would also be interviewed to know more 
about all facilities available and to show us around the nursing home. We would like to observe and 
measure a few things, like how much space is available for the nursing home and how it is utilized. We 
would also like to interview any patient who has been discharged. (This information will be for owner 
or in-charge of nursing home) 


With respect to the above-mentioned study, we would like to interview you. The objective is to gain 
from your experiences in providing services for people in this area. They will involve asking some 
questions, discussions and recording of answers on a sheet of paper. Your identity as respondent will be 
protected and will not be revealed at any point of time during or after the research. The names will 
never be made available for purposes of publication or quoting. Even so, you can refuse the interview or 
withdraw from the interview at any time in between, if you are uncomfortable in continuing. You also 


have the right to make more queries regarding the purpose of the interview and how this information 
will be utilized. 


We request you to consent to the interview, take part in the discussions and feel free to ask any questions 
regarding the same. We assure you that information given by you will not be revealed to any government 
authority or will not be used in any way to take action against the facility. The information will be used 


eeececceoe 
Poem een ween eeeeeenseneneseeeeeeeoesescenceseneneeneneseseceseococessecoeeeeece 


only for research purposes and in the formation of a report of findings. Even within the report no 
mention of names of participants will be done. We request you to permit us to use this information, 
without revealing your name, in any document describing the current quality of care in private facilities. 
We will make available to you the findings of this research, when the research report is ready. 


Amita Pitre, Varsha Zende and Suchitra Desai, Habib, Ravi, Amit, Sushma form the research team. You 
may contact us for queries any time at the following contact numbers and’ or address. 


Thank you very much for sparing your valuable time and talking to us. 


Warm Regards, 


Investigators sign 


Investigators Name 


Contact us : 

Centre for Enquiry into Health and Allied Themes 
Survey No. 2804 & 2805, Aaram Society Road 
Vakola, Santacruz (East) 

Mumbai - 400 055 

Tel. : 91-22-26673571 / 26673154 

Fax : 22-26673156 

E-mail : cehat@vsnl.com 

Website : www.cehat.org 


I have read the above letter and consent to the interview. 


Gs A: a ee 
Name and signature of respondent 


(Investigator should note if consent is verbal & sign here) 


‘ Private Health . in Maharashtra : A study of private hospitals GB cocccsesccescsscsnscsscnnscnsoneners 


TEMIenite Gren afer Sree Treat (ateaT esa STATA 
syaet / ira Here Feradrarat Warvira 7 


fang : srthy gfaafeeditear sreararaeet aifedt Sut a wararsrear 
Toad aa TEMP RoaaSt AA Curae. 


‘Qed’ F aqaUA Te oa Vertes Teed PN He se. F AMA He smrafaran 
FM ata. ‘Ved al SAR 8a - fer snfit arta, artea Yfaen snfor srteraen, sry 
anfin aaa gan otha fara aad, afte yor anftr eure Faw Se. 


SRT Sale Gaal Sail a Ad Al SPAR WH AKAM APT Se. STIEA Fala Alfecit sie 
FSO Bae SM TAT WA StacGA SAAT. HH Ht Sal He se, Sera SHASTA STP TA 
Geet le dated far AST VA Al TT SSA Gis MMe ATG Saft ¢ Yad Saciea 
Sfaraitearreh wre ast Arfect StaA, OTT SST GAS SST SI SPAT TEAM PATA STB. 
Al SPAR CaRSTRATEA Aer fara AAT Test HAS tata Farad Aeett sisal. Farad 
Afedlacs Gra frac arax sia star. 

HUA. APPT Srl MY AT TROT TET ST. STAT Sra ASA ANY ear aaa, BS sfeataralet 
SF Gerri SAK, STR TASTAG TRL TSA SUA Gel Farad Araet sae. a aT 
HPT GA Kad AA GRIT STA ByAa float rsaeht atest aes A eat a yeaa wep 
SRT Te. AT AS Hes FAA, Tak HLH snfit Tae ferga Ia 8 Aer. FUT UA Gat silos 
TS STAR SHeHt SOM Ae. TL, TFT TET STATA Fea SaaS THA AHR Bs vere ra 
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eH OT. 


Sa Tale Fat AMT Safar Saat aH fat Het sted. Tay aT As AST 
WPA (AAT. Sal GT Sal HI, Get facteit arte Hrorcaret SLT SR AAGAK SAS Heit HTT 
ee ee ee 


stra, ast, Gfera, ta, sftta, Sala, YT a SAK FM AMAT ThA HA HLA. Tel Hellet Geil 
ACM TREK, feat HH Aaa STANT TI ALT. FAST BtFes ao feet sn SAM 
aac set AAA. 


3Te AG, 
sqeehererai Fel 


RTA Aa 


a : AAC HL SASS Se Be BIS BTeTgS AMAT (GEM) 
Hes F. 2Oo¥-%L04, SNM Aaa Us, 

arnla, ait (Fa), Fas - Koo OW 

TIT: FR-VA-JARILGB/ VERRAN’ 

HAT: VA-VEGYILAG 

$-Aa : cehat@vsnl.com 

qq-ase : www.cehat.org 


afta Ua aaa are safer Fears Tart St BAe. 
Epes ee ie 
Faradeanrsd ara safer Fel 


(atet aaret fect staat 
aa feet a artett Gel HU.) 


P eteate Slealth ’ in Maharashtra : A study of private hospitals a opmmenennenmnemanncansmmansanassasasaaaaats 
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General Information about the respondent : 


ated : 
1. Fullname of the respondent: Joa aaa uy Ale: 
2. Age of the respondent: Joka era Fz : 
3. Sex: fer: 


4. Designation of the respondent: yea quar gel : 


Section VI: Emergency Services UdSl=4I aa 
Do you provide service in emergency situations? arasteart TR Rerctt gal al Waar mT ? 


5. 
l Sometimes (specify) 
Helene 


If No, then ask Q.5 a. else go to 0.6, TK @ HAA TK WPA 5 a. (TANI, Mela HLA A SA 


5.A. Where do you refer patients in case of Medical Emergency? ads Yaalat Great SUA 
He Weta ? 


6. Do you provide service in the following emergency situations? Gleilerdent HOTA Aas PAT 
Ufttercta geet Gar Geter ? 


7. What steps are taken by hospital to handle emergency situations efficiently? 


TAS eaT UH STAT aVATaTSY Fret HUTT GA SUAS SueTavAh a ? 


(Record the spontaneous response and note details. Categorize answer according to list provided) 
Immediate attention by medical staff SIX TVA STAT HT} 


Quick admission MchIa iste HU} 
Round the clock availability of 2¥ A Sl4eX SIAR] 3TqUy 
Efficient PHA ASad Batra Saat 
Other (specify) Sak 


Seeeeeeeccccoceceseseccceoece 
bbb bbb brtitiiiititit tt 
Lpbbb bbb titiiiitt ttt 
Seecccescce 


8. Has your staff been trained for emergency situations? 


Treat HHaNtanten at Sauter Mert et sae ar? 


8.A. If yes by whom? OX Sl SACI TT Hil feet ? 


8.B. What was the duration of the training? fencit aaretrairey feet ? 


8.C. Do you have any staff trained in CPR ie (Cardio-pulmonary resuscitation) /who can administer 


CPR? SAasha 4G WSTIMAK Masha STA sare HALA facil KTH FAAS Be aT ? 


I | Yes 2 | No 3 | Other (specify) 
a ATel gat 


Section VII:_Maternity Services waifasa Far 


9. Are Ante-Natal-Care services available in this facility? 


TANG PISA AA Ya STAR BAe HT ? 


qs 
1 | Yes 2 Other (specify) 
al cian 


If yes, then ask, Q.10 onwards else go to section VII] 


10. What are the different components that are provided under ANC? way HSM AC A UAT 
Tar Fe Wf ? (TAH, Siew, wedges Gara ars g. sect fare) 


Iron and Folic acid Herel Tool 
Calcium tablets fewraqqeat ToT 


3. | Blood group &1S 94 


F-#-| Weight measurement 4914 . 


Blood Pressure checking &1S hace 


6. T.T. Injection eataret SIR 
ANC card is given wadrga aa FIs 


ps. | Other (specify) 3a% 


eeeeseseeseseeeeeseerereee 
eeccerersetoreereeereete® 
seerceeereereeereerere 
eeeeeeeneererrre 
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= Private Health Sector in Maharashtra 


sree ? 
What are the routine tests done 1n pregnancy? TRIGA INT Hen Fad THAT Heal 
(Probe) 
Hemoglobin feareilelt 
pe 
Other (specify) 3 


12. What information is given to pregnant women? (record spontaneous response) 


apfadt afsetiar sree Arfect feet sitet ? 
ation a 


Inform bout nutrition Waaect Alfedt 
wee Complications in pregnancy TACT CHT UOING 


11. 


2. 


Information about medicines ate Alfedt 
Precautions need to be taken Qual loi 


Other (specify) 3a 


If information regarding complications is given, then ask, 


13. What information regarding complications / risks in pregnancy is explained to women? 
mafaela rs Tafa alent Sy HA Aaa Gal Afton AASMHT ATA HT ? 


(record spontaneous response) 


a. eee 


Swelling on feet Walat Yi 


Bleeding (414414 
Pain in abdomen Weld Satt 


Ke Other (specify) QdX 


14. Is there a facility for caesarean section? 


fasiftaa fauraret ofan atte ar ? 


1 | Yes 2 | No 3 | Other 
a “Tel SK 
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bhahhaehhhhhhb hhh h bbb bibhi bhi bi abidbr titi iiiilititiititii ttt ttt ttt 


If yes, then ask Q.14.A. & Q.14. B. else go to 0.15 


14.A. Who conducts it? HM edleoald ? 


Doctor based in Hospital Maacrel Saar 


Consultant on call aTevd Saat 
3. | Other (specify) SX 


14.B If NO then how far is the nearest facility in kms distance 


OK TA CK ald Haat aan fendi aia sre 


If consultant conducts the operation then ask, 


14.C. How long does it take for the consultant to reach this facility? 


STRAT Al Yfaela Velavarart fret tea array ? 


15. What information is given to women on delivery? 
WI ae Afecten Ha Atfectt fect sack ? 


(record spontaneous response) 


1a nn A. 


6. Other (specify) aX 


Section VIII Information regarding HIV testin 


16. whom do you advice to do the HIV test? 


Tet Us. 34a. TTA PLUS AEM PIMA eT ? 
tte) Compulsory testing for all altar Hua! 


Compulsory for operative patients ad waa SUT Huta 
Compulsory for all ANC patients ad Mat Alec 


fa Depends on clinical picture rere ay 
Any other (specify) 31% 


erees eee reereeerrees 
—een ee anepenneeeemonemanenemnaneaeets 
seeeerereererre 
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17. Do you take consent before the test? .< 
UTE SK TA SSH TAC ETT HT ? 


Sometimes (specify) 


18. Is any information/ counseling given before the HIV/ AIDS test? 


TT A/S TUT STR Aft (20) /APIA Hel SH HT ? 


Sometimes (specify) 


19. Is any information/ counseling given after the HIV/ AIDS test? 


USSF A. / VSR TIM aK fet (A) / ATTA Het Sick HT ? 


Sometimes (specify) 


If Yes, or sometimes then ask Q. 19.A. else go to Q.20 


19. A. By whom? HM Hd ? 


20. Do you give report to the patient? SUT Tai Halt Sar SHI ? 


Sometimes (specify) 


Section VIII Privacy and Comfort of Patients 


21. How do you provide privacy and comfort during the examination of patients? 
SUPA CAHN GA WaT HR Tea Stor FeAl HAT Set ? 


(Record the spontaneous response with out probing and note details. Categorize answer later 
according to list provided) 


1 | Seperate room | 2 | Atleast a screen available | 3 | Audio Privacy 
Tost Galeri Wal HAT SAAT Usp ATK Atel STV leit 
Other (specify) ¢d¢ 


22. | What special precautions are taken while examining women? 
fecal TAA HAT Geel Hrs fare cate Het ? 


(Record the spontaneous response) 


ehhh d dtd tt htt titi lilit iii titi ti tri T rrr rts 


23. Is there a woman doctor/nurse available during examination? 


TTA HLA Afeet Saar/ AS Sq Btgara sr? 


Sometimes (specify) 


Section X_: Infection Control Measures Ga aToUaTaT at Heel STASI 


24. What is the frequency of disinfection procedures for Operation Theatres in your hospital? 


GUT eres alert Prue fenct dant Frsiges set sie. 
2 


. | Weekly Siddsatt 
After each Operation WAH STRATA 
4. Any other gd¢ 
25. What are the procedures followed to prevent infection in operation theaters? _ (Wait for 


spontaneous response and then probe. 4-41 MSHA STN UR SHAR els TA 
TU HM Tad Se. 


SS eee 


a eee 


Other (specify) Sat 


26. | What are the disinfection procedures followed in your hospital for equipment? 


acer APT StH Frsictee HOAs HA Ye Be 


7 [emi inn Gnas et sensi eupmens) TORE TET 
A 


Dry heat sterilization (for thermo stable items) 
6 Other (specify) 21 


ecceeeceeeceseersesesesoesrsereoreses 
geesessesssosoosoosesosoo$™ 
Steer rer eeeeeeeeeeeeeoerrrrere® 
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' ? 
27. | Whenare the bed covers changed? Gieattel Alex seal Factaa ¢ 


(Record the spontaneous response with out probing and note details. Categorize answer later 


according to list provided) 
eee 
———————— ls” 
Alternate day up-feqasis 
When patient is discharged Age He Aeaax 


Other (specify) 3at 


Section XI Staff Protection paar querctant 


28. | Whether staff working in hospital is vaccinated for Hepatitis B infection? (probe for each) 


aa aiat arfaears (Sreraate St A) ete aATet Ste HT ? 
Yes, all staff ch Gata 


SEP | MeN eS To NNN 
een ee 


29. | What is procedure followed to disinfect syringes and needles? 


Wal 4 4 SRM Freign Huraen Hod Tet AIA ? 


Use only disposable HH fseaistet Saal 


Boil in sterilizer SHodl 


Any other gdt 
30. 


What items are used to protect the staff in operation theaters? 
Weatparferdtel HAA Geetarcrarar HUTA AIA ATA ? 


(Record the spontaneous response with out probing and note details. Categorize answer 
according to list provided) 


Protective goggles Sl@Mat AMT 
Impermeable Aprons / gowns leh Wear 
Double gloving S41 Baas 


4. | Other (specify) gat 
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ahahaha heheheh ttt Tre TTT errr ret 


31. What precautions are taken to handle needles/sharps? 
FAV ARI (MM) THC earHvararat Prova sPrasit Yearcit sa ? 


(Record the spontaneous response with out probing and note details. Categorize answer 
according to list provided) 


No special precautions PMdlel FANT TEA ATel 
Using kidney trays to carry fast ¢ areca 


Using Chittle forceps farer areal 
4. | Other (specify) gdt 


32. | How are sharps or needles disposed? Yal 4 Hey SoHE fackale HM Tacit Tet ? 


(Record the spontaneous response with out probing and note details. Categorize answer 


according to list provided) 


e Using general disposal container aaerrsy Tey 


2. | Separate sharp disposal container Seal SPT Se 
Immense in chemical disinfectant before disposal 


Other (specify) Q1¢ 


33. | Are you aware of the universal precautions about infection control? 


Tet PATS SOIT SMe SATATSHAaTTA Fate Atfecit ste Hr ? 


Yes 2 | No 3 | Partially awre 
él are Splet TATA 


Section XII : General facilities TAMU Glare 
34. Do you have authorized blood bank? qreass afind Taqtal Sie HT ? 


[if ved | 2 | nom 


If no then ask, 
34. A. How far is the nearest authorized blood bank? afstpat Taqtal fendt statrat ate ? 


F ? 
35. Do you have blood storage centers? qrears THI Tal HATA Hs, se FT ? 


[xed [2] vont 


errr rrr) 
eed 
ecececesocecereeereseee 
eeecerereseerererte 
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If Yes then ask, 
35.A. Do you have specially designed refrigerator for the same in your hospital for storage of blood? 


grea wroreraret fare Tetra (cael SAAT) HHS SATE HT? 


36. Do you have a transportation facility of your hospital? JA-4l SOTA LATA AeA ATLA 
ate HI ? (Probe about ambulance or any other facility available) 


If No, then ask Q.36A else go to 0.37 


36.A How are patients transferred? SUA FAT foci ma drefact sid ? 


(Record the spontaneous response with out probing and note details, then probe for each of 
the following) 


36.B In case of an emergency? arasteat feheercitet 


36.C For routine referral ? THEA qa ? 


Information about the disposal of hospital waste 


37. Is your hospital registered under Bio-Medical Waste (Management and Handling) Rules, 1998? 
GHA SUIS 888 CHAT ANGER, sierp-aeraty HT (TAIT Safe Tare) 
Hea Neva se HT ? 


In process of registration 


Do you segregate waste? sted HR ATT HLA HI ? 


Sometimes 
Hulnell 


38. 


38.A if yes, specify 


Seeececcecsesececseee 
eee eee Reon n ene eoee eee eeseeenneneeeeeceeeecescoccece 
eeeccceece 


39. What method do you adopt for waste dis 
posal? HAA faceare Maar TAT 
Yad Saciaeht se ? si 


. | Autoclaving Blalactes 
. | Incineration seat 
Burnt ad TTeauy 


Section XII : Information about Medical Records 


40. What medical records do you maintain at your nursing home? (probe) 


great afer aes HM seats et Jae sara ? 


LP.D. paper HIdk-S hice 

[6 [este pea RETO 
—week es 
ic 


Other (specify) $dt 


ae eceneerereseerereee 
esbeseesseceseesessessssssesssecsseeesesooosooSoooowm™ 
sececeoeereres 
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, 5 
keep records and reports of the following? Tal Taretet SEIEE AI HMAT Aled oad 7 


41. Doyoualso 


Records Time limit of record 


maintainance 


fat ad ate Saat 


4. Other communicable diseases 
EK SEIT SUSI 
5. Medico-legal cases 


a aay HAA 


42. Do youkeep record of any of these calculations? aaa Gletlel TAT ALS HLA HT ? 


Rates of death within 24 hrs ¥ arate qh 
Maternal Mortality Rates HId Fe ak 


Infant Mortality Rates ain AL at 
Patient Dissatisfaction rates Ueeeal SISAL SX 


Infection Rates within Hospital MS SHAR |X 
Ke Any other gd& 


43. What is the system of maintaining the records? aera Aal Sava HA AAT Se ? 


(Record the spontaneous response and note details. Categorize answer later) 


44. Where do you keep these medical records? Fel @ll gaara aa He oa ? 


(Record the spontaneous response with out probing and note details.) 


45. Which records do you give to your patients? 


Ph. O.P.D. paper 


Investigation reports 


Discharge papers 


(Record the spontaneous response and note details. Categorize answer later) 


Bill of every patient 


I.P.D. paper on request 


File of each patient 


46. What details are specified in the discharge card? 


Given on request 


Other (specify) QaX 


(Record the spontaneous response and note details. Categorize answer later according to list 
provided) 


Diagnosis 
Investigations 
ee 
Treatment given 
se Dietary recommendations 


ES Other (specify) aX 


Nn 


Thank you, 


Demarks: Ne 


COPE RTE E ESTER ESTES OE TET 
gesseesesSeSeSSSESSSSSSSSSSSSETSSSSSSSSTSIISOIIIO™ 
eereeeororere 
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taensieationNo [| |_| 


Observation Schedule for Nursing Home 
afin erranfrar Fatteror wearacit 


Situational Analysis of the Quality of Care in the Private Nursing Homes in Maharashtra 
(A study conducted in 11 districts) 


TENIeiel Gen aft sere Ureoht (stan Kreearat sara) 


This study is funded by International Development Research Centre, Canada. The institutions/ 
Practitioners included in this study have been selected in a systematic stratified sampling scheme and 
are in no way a reflection of an individual /establishment and / Providers achievements or short comings. 
The names and identity of respondents will not be disclosed under any circumstances. 


District: Taluka: 
fSicel : Age : 
Date of the interview: 

SICK] feate : 

Name of Facility: 


eee Ae : 


Address of the facility: 
Ul 


—————————————— 


Name of the observer: 


Date (mmddyy) Schedule Checked By: 
WeATae TUT : 


CEHAT, Research Centre of Anusandhan Trust, 
Survey No.2804 and 2805, Sai Ashray, Aram Society Road, Vakola, Santacruz (East), Mumbai 400 055 


eeeeccccccces 
eo mewoewenoneneeoeeecsseccosseeeotcoecceetonecosceececccceccccscccecceces 
ee 


OBSERVATION fafternr 


Hospital Surroundings @NeTaral WTAT 


Location of Nursing Home (Note cleanliness of 


Satisfactory GHWAHKh 


surrounding, garbage, open drainage, crowded 


Partially Satisfactory 
locality, marketplace or specify) afd aa fear lel TAM SAA 


(FS PU-WRaRKiel ASA, PAT, Geil Ten, 
Ueda Al, asa ST fear t= feteT) 
Noise levels (Note on the basis of undesirable noise 


levels) SEIS FAM (STARA SAASeAT 
WAUITARK TAG Hr) 


poms A 


—— VATA 


i a eel 
Pe 


ae TATPR | 


Partially Satisfactory 
= i6 
HAGAaAR Kh 


Accessibility of Nursing Home (Depending upon Satisfactory GHIA hRh Ree 


transport and road facilities) ahaa erat Get Partially Satisfactory 

(Waal GR Soy TAT Yael Bax STEMI) lel WAM AAAI 

a 
SAGAMAPRH 


Display of hospital board (Clear and legible) 
SUOTATAT Sal AHHH (LAE Safer Yarey) 


Remarks & 


Building (Note whether independent building, flat in a building, residential area 


SA (ads SANA, SARAH ie, Tare Va se HT FAAS HU) 


Satisfactory TAMAPRhH 


eve di Satisfactory 


Condition of building (Note condition of paint, 
cracks and general condition of building) 
sada Geert (1, A sufi gaat 
GAG AIM AYE Hr) 


Lift if more than one floor 


Uae ACAI AT STATA Fe BAe HT 
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Z| 5 
a) at 


il 
ak 


Space available for Reception and Waiting Area 
RATA (TAMIA eT) afor HfrateniTaT STM STATS Se FT 
Person / Nurse present to attend 


Ae AVATARS AS STAM HT 


Telephone 4 

a ee 

2 | Drinking Water . Yes al% 
foal UTUit 

1 Seating / Arrangement Adequate 4YXx 
Ee er, 

4 | Environment Congested 


Tala 


— 


a 5 
Al 
aot 


Not Congested 
TT 

15 | Dustbin Present 
PII SA Absent “Tel 


16 | Toilet attached USM ANA Be HT Present 
Absent “Tel 


Remark & 


—_ — — — 
1ee) oS 


wi 
AjGe 


Display ata 
Registration number of the hospital 
SUTATAA Aleut HATH 
Broad fee structure for various services at eye level 


fafaet Varenitar eBTqaRT TH STRAT Partially (Some are 
Ae Gest [EA STAT Mac Be HT displayed, some are not) 


sae aR (Hreat 
aitael Sed Hel Aelt) 


Display of services available 


, Yes #14 
Varel Sree SRifaett se sr 


Partially 9 
None Sela Ae 

es 
Partially lel TAMA 
None ¢ Tel 
Local Cita 
English ssi 
Other 34 | 
Satisfactory GAARA 
Partially Satisfactory 
ple TATU 
Unsatisfactory 


| 
if 


Names of consultants at eye level 


aa Staetich 18 west feict are aaa 


| 


The language/s of instruction in display. 


Wea FAA AST PITA Ste 


Signage appropriate (with directions and numbers 


of rooms, applicable for more than 10 bedded 
hospitals) AYh fexnafgtent (fasted: fax 
ST Glearat GST, eI sf ETeI 
SAA SUNT APT) 
If USG Facility available check (if display shows 


‘sex determination is not carried out here!) 


Sau ceil Sila Atel” STAT Sts Bie HT 


Remark & 


| 


Present 


Absent Alel 


Condition inside the Nursing Home including wards (specify-anything particular) 


aftia area anftr atgaeiier tert (ret fatere ast ae Hr) 


Cleanliness Very Clean © tard 
tes Moderately clean 


Bem 


Satisfactory TAMIA RH 
Partially Satisfactory 
lel WANT TAMAS 
Unsatisfactory 


Well lit rooms 


GEN Saad Isis AAA Sed HT 


Satisfactory TATUITPR 


Partially Satisfactory 
lel WAN SAUAPKH 


Unsatisfactory is 


—— eso epmnnsnpnenememeceunammemammmmmmanacaeasasaaaaaaaas 


‘ 


Cross ventilated rooms 


Grea Ga Fa He 
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Condition of wall paint 


Unsatisfactory 


Note condition of ceiling Satisfactory TATHAPIKh 


Partially Satisfactory 
Hel TAMA 


HAGATAMAPRH 


Note condition of floor Satisfactory FAAAPRH 


Partially Satisfactory 
FAM Ga AHICh 


Unsatisfactory 
AGATA APH 
Adequate YXx 


Inadequate ae 
Inadequate AT 


Condition of table 


Ca START 


Sabsbaltsl to hR: 2) 


Table (1) and Chairs (3) ¢4 Adequate Yt 


Partially adequate 


Stool (revolving) 


Fact (feta) 


Ret (AWS tactaxt Fevararay) Absent “Tel 
Wash basin with long handled tap I YaTalat Present 
Ca Esa BAe FH Be HT Absent ATel 
Medicine tray HTX Present 
Absent Tel 
Dustbin PATA Sa Present 
Absent ATel 


40 | Privacy available during examination of patients. Adequate 4 CRT 


(Note presence of screens, partitions etc) 


TUSEAT SAM SUT WTA SAA FI 
(RA WER, Isat scarlet aie HAT) 


Remark & 


Partially adequate 
Hel HAT FLNT 
Inadequate a 


< Essential Facilities S14lah Yael 
Telephone quart qa , Present 311@ 
Absent “Tel 
42 | Generator Present 
Ghee 
43 | Inverter Qrec\ _ , Present 
ibaa eee 
44 | Fire extinguisher TAT GA Present 
ee ae 
45 | Oxygen cylinder ee Tet 
ia Absent “Tel 


Trolley (to transport patients) Present 


Ae (Sm sefavararet) Absent Aet 


s 
4 


Nursing Station (Adequate space for Nurse to Present and adequate i 
sit and work) ART IH (AHA AATATETS 
anfar praratat geen SUM Se FI) Present but not adequate 

| 38 TT YL Tel 


t 
— ON 


Not present SUT “el 
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ceeeenerseeeee 
peccsbeebesbsetesSbSSeSUESESEESESESSESTSSS SENOS SICII I 
aeeeenree 


General Wards aise 


Screens Wee 


Toilet attached or very close 


US CUM feral AAT 


Present but far away 


q 


50 | Facility for each bed 


N — \O (ore) 


Tea GHA Brea 

Space between two beds (measure) os 

an Grete sick (AISA) ft. ParRA 

Space between bed and wall on From side of bed to wall__ ft. aa 

each side TAH FTSEAT Prcilaeitet Gea aap Preps esis parry 

aft were SMT From head of bedto wall sft. 
eee 


4 | Pillows 324 Present 


Bedsheets and pillow covers Clean <4 
To 
6 | Locker for each bed Present 
57 | Stools for each bed Present 


Wear Genta ei Absent 
8 | Water Jug WUaratal ST Present 


Absent aTeld 
9 | Glasses Petula Present 
Absent 
61 | Cradles for maternity beds Present | 


S 
d 


N 


Nn 
Nn 
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CeO e OOOO COOOL OOOO OLE HE OEE OEE OOEOEEOSE DOSES ODOSEOE EE OO SEES EEOEeneeeeeeeneeeeeeececes 


Wards (overall condition, cleanliness, 
congested, lighting, ventilation, write 


Satisfactory 
TATA 


specific remarks if relevant observation)| Partially Satisfactory 


aga (Uhatt Aral, ese, Te, | ret MATT GAIA 


3a, Gad eal, fafsTe fACeTaTST Unsatisfactory 
HAA AHI 


Are at VT fetet 


Labour Room WEE 
63 


Labour or delivery table Present and with lithotomy position 


WAS eet 


ate anf feet sae 


Present but no lithotomy 
Te TT feel Sta STeeIeH Ale 


Width ofthe door 


cramer eS Gi aI AS eA) Paden BT | 
65 | Space around labour table Adequate 9x eee 
cs tall caestaaalel SMT . Inadequate SY sae 


TATATSL gietl : Not present STAI “Tel 


Wash basin with long handle tap 


i a ee 
— 
TS Ale STAM 
ee 
ae ae HH i era 
Labour Room (Note general condition 
of walls, ceiling, leakage, cleanliness, GAAP 


Cee 
— 


lights and ventilation) Partially Satisfactory 
aye (Frere ea uftferdt «| lel TAIT SAAR 
SUK Tad ae al, Tas, sais Unsatisfactory 

safer oot Sa) STATS 


Remarks if any * 


eeeeeeseeseereeerererees 
el 
eeeeereeereeeeeerrer® 
eeeeeeeeoeeseerrrerr® 
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Sanitary Conditions smrafayah affect 


a 


Fey oF AfeetarSt Sera Tes ASTA 
ate HT One or more are reserved for women 
Um feral sft arena saefert 


73 | Separate toilet for staff 
Absent “Tel 
Condition of toilets (cleanliness) 


Total number of toilets available 


for admitted patients Wd Heres 
SUAS UP TS feet sect 
Total number of bathrooms available 
for admitted patients WC Hea 

SUAS VP SME feo sea 


Separate toilets for men and women 


Nn = 


Remarks: INT 


Ba a A 
(Eee 


Thank you for your cooperation 31eal Ueanrataect Taare | 


Centre for Enquiry Into Health And Allied Themes 


CEHAT is the research centre of Anusandhan Trust, conducting research, action, 
service and advocacy on a variety of public health issues. Socially relevant and 
rigorous academic health research and action at CEHAT is for the well-being of the 
disadvantaged masses, for strengthening people’s health movements and for 
realizing the right to health care. CEHAT’s objectives are to undertake socially 
relevant research and advocacy projects on various socio-political aspects of health; 
establish direct services and programmes to demonstrate how health services can be 
made accessible equitably and ethically; disseminate information through databases 
and relevant publications, supported by a well-stocked and specialised library and a 
documentation centre. 


CEHAT’s projects are based on its ideological commitments and priorities, and are 
focused on four broad themes, (1) Health Services and Financing (2) Health 
Legislation, and Patients’ Rights, (3) Women and Health, (4) Investigation and 
Treatment of Psycho-Social Trauma. 
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